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In his essay entitled “Truth in Intercourse” Stevenson said that “the 
business of life is mainly carried on by this difficult art of literature” 
and proceeded to point out the difficulty of conveying accurately to 
another the thoughts one has in mind. “The difficulty is not to write, 
but to write what you: mean, not to affect the reader, but to affect him 
precisely as you wish.” The speaker can convey shades of meaning 
by intonation, but this resource is denied the writer for whom the printed 
word is the only medium of expression—and for the general purposes 
of the publication and discussion of medical ideas the printed word only 
is available. If the meaning of the word is vague or variable, it will 
certainly be interpreted differently by different readers. Take the com- 
mon word “acne.” I counted thirty-two different kinds of acne listed 
in the index of a single textbook, and many of these had nothing to 
do with ordinary acne—as acne varioliformis or acne keloid. You may 
reply that no dermatologist is confused by this usage—and you may be 
right, though some dermatologists seem still to consider acne rosacea 
as a mature variety of acne simplex; but then, not all readers are der- 
matologists. Once a charlatan was sued for damages caused by the use 
of the x-rays in the treatment of hypertrichosis. The victim, a young 
woman, had many telangiectases which the lawyer for the defense 
claimed were the result of acne and offered in evidence a textbook in 
which it was clearly stated that telangiectases were a common symptom 
of acne. He might have got away with it if the witness had not insisted 
on seeing the textbook and pointing out that the description applied 
to acne rosacea, which is not acne at all and is not a disease of youth. 

There is no longer any reason in this case for the use of a single 
word to name a multitude of distinct conditions, for acne simplex is 
a rather well defined disease, though of varying appearance. There 
are circumstances, however, in which a scrap-basket word is convenient, 
though writer and reader should both understand that the use of the 
word is a confession of ignorance. Confession is good for the soul, and 
a confession of ignorance is the first step in defining the borders of 
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knowledge. Eczema is the classic example of such a word, and serves 
a useful purpose: it indicates a large group of cases of dermatitis 0; 
which the cause is not discovered. The vagueness of its connotation 
parallels the vagueness of knowledge—and parallelism of word and 
knowledge is the best one can hope for. As soon as a definite cause 
can be assigned in a particular case that case ceases to be eczema and 
becomes contact dermatitis or tinea or an “id’’ of some sort—or even 
scabies. But one scrap-basket is enough for the same group, and | 
can see no sense in calling a dermatitis of undetermined origin 
“seborrheic dermatitis” just because the patient happens to have a littk 
dandruff. There is a greasy eruption, often ringed, occurring most fre- 
quently on the middle of the chest and back, which may be called 
seborrheic dermatitis for want of a better name—it is at least a der- 
matitis and oily. But why spread the word over a whole group of ill 
defined dermatoses ? 

Another word of varying meaning is “sarcoid.”” With its earlier use 
I am not concerned, that usage being now abandoned. At present the 
30eck type and the Darier-Roussy type seem to be expressions of the 
same disease, but there is a tendency to extend the meaning of the word 
to cover almost any growth that tiie observer thinks looks like sarcoma 


but is not, which he cannot place in any well defined group. It is this 
wearing off of the sharp edges of definition which leads to confusion. 

Even as the use of a single word may be gradually extended to cover 
so many conditions that it loses all exact meaning, so one sees also 
the opposite tendency, the tendency to hair-splitting subdivision based 
on characters that may or may not prove to be fundamental. The idio- 
pathic atrophies and scleroses form such a group. The very word idio- 
pathic is a confession of ignorance of the etiology, and until the etiology 
is known it is almost impossible to establish a logical classification. 
Another needless distinction is that between folliculitis decalvans and 
pseudopelade—the one shows follicular inflammation, the other does 
not. In course and in end-result they are identical. Has any one ever 
observed a case of folliculitis decalvans with sufficient care to be sure 
that there were no periods without inflammation, or a case of pseudo- 
pelade with sufficient care to be sure that folliculitis never occurred ? 

It is customary to speak of certain diseases as being related, but 
just what is meant by that word? It probably means different things 
to different speakers, and not always the same thing to the same speaker. 
Take parapsoriasis for example: Brocq’s diagram of the relationship 
of parapsoriasis is a dark figure formed by three intersecting circles 
of various sizes labeled “lichenoide,” “en plaques” and “en gouttes” and 
connected by bands of various widths with other rounded figures labeled 
“psoriasis,” “pityriasis simplex,” “mycosis fungoides,” “lichen planus,” 
etc. It is so graphic that it seems to explain the mutual interdependence 
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_ large group of diseases. As a matter of fact, it explains nothing; 
there is nothing to show what kind of relationship is meant by the 
hands, and the idea of clarity which it induces is utterly unfounded. 
The very word “parapsoriasis” is unfortunate, as it gives the impression 
that the lesion described is an aberrant type of psoriasis or is at least 
due to the same cause though, perhaps, altered by some additional 
agency, Whereas there is little clinical similarity between the two dis- 
the course is entirely different, and so far as I know there is 


eCasCs 
no reason even to suspect a common etiology. 

The greatest source of difficulty in classification and nomenclature 
lies in the fact that there are in dermatology two distinct and unrelated 
systems, the one based on etiology, the other on clinical appearance. 
When the etiology is known, the observer is on safe ground; he may 
be wrong in his diagnosis and mistake syphilis for tuberculosis, but 
the names he gives to what he sees have a definite meaning. Unhappily, 
there can be no such clear definition of terms when it comes to describ- 
ing many diseases of uncertain etiology. Psoriasis is perhaps as well 
defined an entity as any of the diseases of uncertain origin; a single 
lesion half an inch across may enable the observer to make an accurate 
diagnosis and to predict within certain limits the course of the disease. 
These typical cases give no trouble in diagnosis, but what about the 
atypical? What is the criterion by which they are to be judged? I 
know of no absolute criterion. A patient has an eruption of greasy 
scales on a brownish-red base, perhaps clearing in the center. Is it 
psoriasis or seborrheic dermatitis? Probably it is psoriasis if it is rebel- 
lious to treatment and recurrent. Another patient has on the palms 
and soles circumscribed brownish-red more or less scaly patches, dotted 
with pustules and perhaps with small brown dots. Has he psoriasis or 
acrodermatitis perstans or tinea? Hallopeau’s disease can usually be 
identified by those who have seen instances of it, but as between the 
other two the fight goes on. The pathologic histology is “not incom- 
patible with psoriasis,” and there may be lesions of classic psoriasis 
elsewhere on the same patient; but the clinical appearance is identical 
with that of many cases of tinea. The lesion does not look like psoriasis, 
and until some positive criterion is discovered I am loath to accept the 
diagnosis. Another difficulty created by this lack of exact definition 
is illustrated in the case of a patient once shown before the New York 
Dermatological Society who presented an eruption typical of mycosis 
fungoides. Years before, and, if my memory serves me aright, on 
repeated occasions, he had been treated by competent dermatologists 
for psoriasis. Several members supported the theory that the earlier 
eruption had been a psoriasiform premycotic stage. Of course, the argu- 
ment revolved about a definition of terms. If the man had had repeated 
attacks of an eruption that looked like psoriasis I see no reason to 
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think he had had anything else. I never heard that psoriasis created 
immunity against mycosis fungoides. 

A striking example of the confusion caused by the two systems of 
classification is the word “zoster.” Is this to mean an acute contagious 
disease accompanied by a characteristic eruption, or is any one-sided 
herpetic eruption following the course of a nerve to be called zoster? 
The first definition seems to me to be the true one, but I have heard 
the second defended—and you may imagine the confusion that would 
follow in discussion if a man used the word in this second meaning 
without explicitly so stating. 

Confusion is bad enough in naming visible lesions, but when it comes 
to abstruse conceptions invoked to explain the pathogenesis and course 
of lesions confusion is worse confounded. Just now “allergy” is the 
popular word. Far be it from me to deny the existence of allergy. The 


theory is amply supported by facts, and is one of the most illuminating 


conceptions that has appeared in medicine. The trouble is not in a 
paucity of facts to support the theory, but in the difficulty of inter- 
preting them. The word allergy is used in a great variety of senses; it 
may indicate hypersensitiveness to an irritant, produced by previous 
exposure to the same irritant, or it may be made to include any unusual 
reaction, whether greater or less than normal. Until the proper mean- 
ing of the word is defined by usage, it is necessary that every author 
should state the exact meaning he ascribes to the word and to stick to 
that definition, at least for the rest of the article. Rich published a 
series of articles showing that hypersensitivity produced by infection 
and immunity produced by the same infection are not the same thing, 
do not run parallel to each other, and may exist one without the other. 
to describe hypersensitivity, whereupon 


He used the word “allergy” 
one of his critics contradicted him, stating that “allergy is not harmful 
or dangerous.” A casual reading would lead one to believe that the 
two men held fundamentally different opinions, whereas they differed 
only in this, that the critic used the word “allergy” to include all altered 
reactions including immunity and the word “hypergy” for exaggerated 
harmful reactions. 

“Allergy” immediately suggests 
“neurodermatitis disseminata.” This name is applied to a group of 
eruptions the separation of which from the general hodge-podge of 
eczema is probably valid, and which certainly deserves the careful study 
it is receiving. But in a footnote in a very instructive article on this 
subject I read “It is necessary to state that in this paper we employ 
‘neurodermatitis’ applying it to the disseminated form only. ‘Circum- 
scribed neurodermatitis’ has not been considered as it is in all probability 
a non-related different disease.” The statement in the footnote 1s 
undoubtedly correct. Generalized neurodermatitis is absolutely distinct 


‘ 


‘generalized neurodermite,” or 
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1 circumscribed neurodermatitis and, so far as any one knows, is 

of nervous origin. Could anything be more confusing than such 
an appropriation of an old word and the application of it to a totally 
distinct condition ? 

The literature on immunology is one of the most difficult to follow 
which it has been my misfortune to attempt, and one reason for the 
difficulty may lie in the confusion of thought which has led to confusion 
for instance, 


bd 


words. One reads the term “immunologic phenomena,’ 
and thinks the author refers to the phenomena of immunity. Perhaps 
he does, but it is much more probable that he refers to the phenomena 


if] 


of hypersensitivity, which is not the same thing at all. 


“The truth is one and must first be discovered.” All are searching 
for the truth; all are trying by experiment and by observation to ascer- 
tain the facts of health and of disease, and then from these facts to 
formulate a theory that shall account for them. The first part of the 
problem is difficult enough but may be solved by patience; the second 
part requires genius for its solution; in both cases the results must be 


set forth in words if they are to be available to others. Darwin collected 
an enormous number of facts and described them clearly. He pro- 
pounded a theory of evolution by transmission and development of 
acquired characters, and for years evolution and Darwin’s explanation 
of evolution appeared to be synonymous. They were not. The facts 
that Darwin observed are not disputed. They lead most reasoning 
beings, as they led Darwin, to a belief that there has been an evolution 
in organic life, but, reasonable as this belief is, it is a belief, not an 
observed fact. They led Darwin also to a theory which should explain 
this evolution—and this theory is now abandoned by most scholars. But 
the abandonment of the explanation by no means involves the abandon- 
ment of the assumption that evolution has occurred. Similarly, in der- 
matology, there has been a large accumulation of facts concerning 
patients suffering from tinea. Many of them have intercurrent erup- 
tions, sometimes transitory, sometimes chronic—so far one is dealing 
with facts. The mode of occurrence of some of these rashes leads one 
to believe that they are in some way related to a primary focus of in'‘fec- 
tion, and they are called “ids.” In some cases the evidence for this 
association is so strong as to be overwhelming, but in many the rela- 
tionship is assumed merely because it is the fashion to do so. To explain 
the relationship, a theory of sensitization has been advanced, and so 
far it is the best explanation offered. But if further investigation should 
prove that this explanation is false, it weuld in no wise prove that the 
relationship does not exist. It would prove only that another explanation 
is needed. One is apt to assume that if the theory of sensitization is 
correct the problem is solved. Nothing could be farther from the truth. 
Naming a phenomenon does not solve the problem that underlies it. 
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Is sensitization a property of the cell, and, if so, what cell, and how 
is it maintained? At cell division, is the quality carried over in fy] 


] 
strength to each of the daughter cells? Or must sensitization be renewed 


from a primary focus, and, if so, is this renewal constant or intermittent? 
The questions are easier to ask than to answer. One must distinguish 
fact from assumption, and between various grades of probability jin 
a series of assumptions, and somehow manage to finds words to express 
one’s exact shade of thought. One must submit to the tyranny of words, 
but one can also make them one’s servants and, having first formed 
a clear idea, one may, if one is fortunate, find words that will convey 


that idea to others. 





INHALATIONS OF ETHYL IODIDE IN FUNGOUS 
INFECTIONS 


FURTHER STUDIES 


}. BH. SWARTZ, M.D: 
WITH THE ASSISTANCE OF MARGARET REILLy, R.N. 


BOSTON 


This paper is a continuation of the preliminary report published in 
February 1930.1 The physiologic action and the chemistry of ethyl 
iodide have already been covered in a separate paper.” The purpose of 
this article is to give a Summary of the results and experiences with the 
treatment of 239 patients suffering from the various types of fungous 
infections and psoriasis. The cases were selected because of extensive 
involvement, long duration of the disease or lack of response to other 
forms of treatment. The diagnoses were made clinically and checked 
by direct microscopic examination of the scrapings and, whenever pos- 
sible, by cultural studies. We have also attempted in some instances to 
identify the organism and to note whether the response to treatment 
varied with the type of invading fungus. 


Since the last report changes have been made in the inhalation 
apparatus so that it is now a small machine easily manipulated and 
practicable for use at home by the patient under the supervision of his 


physician. 

This apparatus can be sterilized by boiling. 

The room was well ventilated while treatment was administered. 
The patient was taught to inhale and exhale through the mouth and to 
take the treatment slowly. The average time necessary for the inhala- 
tion of 2 cc., or 4 Gm., of the drug was about twenty minutes. This 
amount was at times administered in divided doses. 

The average dose used for adults was from 4 to 8 Gm. (from 2 to 
+ cc.) ; 1. e., we began with 4 Gm. and increased 1 Gm. daily until 8 Gm. 
was reached. Treatment was administered two days in succession and 
omitted on the third day in order to avoid a cumulative effect. Large 
male adults and patients suffering from systemic blastomycosis or 


1. Swartz, J. H.; Blumgart, H. L., and Altschule, M. D.: Ethyl Iodide 
Inhalations in the Treatment of Mycotic Infections of the Skin and Allied Condi- 
tions, Arch. Dermat. & Syph. 21:182 (Feb.) 1930. 

2. Blumgart, H. L.; Gilligan, D. R., and Swartz, J. H.: The Elimination of 
Ethyl Iodide After Inhalation and Its Relation to Therapeutic Administration, 
J. Clin. Investigation 9:635 (Feb. 20) 1931. 
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moniliasis were given a maximum dose of 10 Gm. (5 cc.). Children 
received one-half the dose for adults. 
The dry scaly areas were treated locally by the application of a bland 
cream such as: 
Salicylic acid 5 grains (0.32 Gm. 


Bismuth subnitrate 1% drachm (1.94 Gm. 
Starch pécwsvecse © NabOGIE CISS Gen 


Ointment of rose water, to make 1 ounce (29.57 cc. 


The results obtained were very encouraging and convincing. Itching 


(j= 


was alleviated or ceased in some cases of epidermomycosis after the 
| 


first or second treatment. The patients with an accompanying tric 
phytid or an epidermophytid responded best. We had no difficulty in 














Improved inhalation apparatus. 


getting the patients to come for treatment four or five times a week. 
In fact, some insisted on continuing the treatment even after they were 
ordered to stop, because they feared a recurrence. Since the perfection 
of the new small inhalator patients were permitted to carry out the 
treatment at home under supervision. 


REPORT OF CASES 

Case 1.—Mrs. H. D., a teacher, aged 32, had a typical epidermophytosis 
involving the hands and feet, of three years’ duration. In addition she showed an 
epidermophytid involving the arms and legs. Direct microscopic examination of 
the scrapings from the feet gave positive results. She also showed an active 
fungous infection involving the groins. 

The allergic manifestations, that is, the epidermophytid, cleared after nine 
inhalations. The itching in the groins disappeared. Complete disappearance of 
the lesions occurred after thirty-three inhalations. The dose used was 4 Gm. in the 
beginning. This was increased 1 Gm. per dose to 8 Gm., which dose the patient 


continued. 
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here was a slight recurrence of ‘the lesions on the feet about two months 
treatment was stopped. This cleared up after five inhalations. There was 
ecurrence within one year after treatment was discontinued. 
Case 2.—W. L. H., a clerk, aged 39, was seen on Nov. 6, 1929. His condition 
was of ten years’ duration. The eruption began as blisters between the toes and 
ead to the soles and the backs of the toes. This was followed by the appearance 
blisters on the hands. During the height of the attacks the patient noticed a 
maculosquamous eruption on the arms and trunk, which disappeared with the 
mprovement of the condition on the feet. Within the past few years the patient 
ve had redness and itching in the groins. He has had various local treatments 
without much change. The condition would invariably become worse in the late 


Examination showed numerous vesicular lesions on both soles, between the 
toes and extending to the dorsa of the feet. Some swelling was present. The 
palms and interdigital spaces showed similar but smaller lesions. The groins 
showed sharply demarcated erythematous patches with some scaling and macera- 
tion. The trunk, arms and legs were free from any eruption. The patient com- 
plained of a great deal of itching and discomfort. He was unable to work for 
months at a time during the severe attacks. The diagnosis of fungous infection 
was made by direct microscopic examination of the scrapings from the feet and 
eroins. 

Ethyl iodide inhalations were begun and given as outlined in the first part 
of the paper. Itching was considerably less after the fourth inhalation. The 
patient’s skin was completely clear after a total of forty-seven inhalations. The 
last twelve inhalations were given at the rate of two a week. The patient was 
discharged on March 1, 1930. He was able to return to work three weeks after 
treatment was begun. No local treatment was used except cleansing with boric 
acid solution. 

The patient has been free from the condition since then. 

Case 3.—M. F. had a condition of fifteen years’ duration that was diagnosed 
as epidermophytosis involving the intergluteal fold and groins. There was severe 
itching. The patient has been in the ward and in the outpatient department 
repeatedly and has had local treatment, including roentgen therapy. Itching ceased 
after the fourth inhalation, and the condition completely cleared after a total of 
twenty-one inhalations. The patient was free from the eruption when last heard 
from one year later. 

Case 4.—H. L. had a condition of six months’ duration that was diagnosed 
as tinea capitis. Microscopic examination gave positive results. Cultures were 
not studied. After twelve inhalations microscopic examination still gave positive 
results. After seventeen more inhalations the results of microscopic examination 
were negative. Three successive weekly examinations gave negative findings. 
The patient showed no activity fifteen months later. All the hairs have grown in 
and look normal. 

Case 5.—D. M. had « condition of two years’ duration that was diagnosed as 
favus of the scalp. This diagnosis was proved by direct microscopic examination 
and by cultures. With the roentgen rays epilation (80 per cent) was carried 
out, but the condition recurred. At the time when ethyl iodide inhalations were 
begun the patient showed the presence of organisms and a positive cultural 
growth. After seventeen more inhalations the results of microscopic examination 
were negative. The succeeding weekly microscopic examinations for a period of 
one month gave negative findings. No local treatment was used. 
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The cases just reported are examples of the more difficult cases in 
which the condition was successfully treated. We have had failures 
and recurrences, but the percentages of cases in which these occurred 
have been smaller than the percentage of cases in which success followed 
purely local treatment. The reason for the failures could not be ascer- 
tained. The table gives the percentages of successfully treated patients 
and the average number of treatments required. The inhalation of 
ethyl iodide in my experience has proved a valuable means of combating 
some of the more difficult conditions. It did not prove effective in some 
of the lichenified eczemas which were the result of continuous scratching. 
Local treatment in conjunction with the inhalations was necessary in a 
few resistant conditions. 

The table represents the results in terms of the percentage of patients 
in whom the condition was improved, cured or unchanged. 


Results of Treatment of Two Hundred and Thirty-Nine Patients 


Improved Percent- Percent- Percent 
Number or Unim- age Im- age age Unim- 

Condition Treated Cured proved proved Cured proved 
Epidermophytosis................ ; 30 56 82. 16.00 
Cryptococcosis epidermica....... 2 10 35 5.00 50.00 
Psoriasis : : 6 2: eekat 75.00 
pi. EEE Sn ‘ } , Je 36.66 33.33 
Chronic paronychia (fungus).... 3 , Ke 33.33 66.66 
7 , 5 50.00 

SOOT oo. ococcesivcucevvs ee 


* One case was diagnosed clinically, no mycologic or pathologie studies being made. Th: 
small number of cases in which blastomycosis was treated is not sufficient to be of statistical 
value. It simply indicates the advisability of further follow-up with this type of treatment. 


The term improved is applied to conditions that have completely 
cleared, but have shown recurrence within one year, or in which 
follow-up for more than one year was impossible. 

The term cured is applied to conditions that have caused no sub- 
jective and objective symptoms for a period of two years or longer. 

The average number of treatments required to obtain improvement 
or cure were as follows: 

Epidermophytosis Abeta 
Cryptococcosis epidermica . 24 
Psoriasis 40 


Tinea capitis oe 


50 


Epidermophytosis involving the hands or feet or both required a 
greater number of treatments than that involving the folds, such as the 
inguinal or intergluteal fold. Conditions showing the presence of 
trichophytid or epidermophytid were more responsive than those with- 
out these lesions. 
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cases of ringworm of the scalp the average time required to 

in a cure was ten weeks. The method, however, was found imprac- 
le in a child under the age of 8 years. Mothers were instructed to 
e the child wear a white cotton boilable cap inside of the street cap. 
Patients treated for epidermophytosis involving the hands or feet 
were advised to wear boilable white gloves and stockings. These were 
worn inside the regular gloves or stockings if cotton was objectionable 
for street wear. A superfatted soap and the bland cream described 
earlier in this paper were prescribed if the skin became too dry. 

The most common complication noted was the usual papulopustular 
eruption which made its first appearance in the diseased area. The 
eruption disappeared within a few days after cessation of the inhalations. 
Treatment was then resumed and was carried out more gradually. 

Three cases of peripheral neuritis involving the lower extremities 
occurred after only a small number of inhalations. The symptoms dis- 
appeared in about three weeks after the cessation of treatment. We did 
not venture to resume the inhalations in those cases. This complication 
was probably due to the ethyl radical. 


SUMMARY 


A brief outline of the improved method of treatment of fungous 
infections with ethyl iodide inhalations is presented. 

Some of the more difficult cases in which the condition was success- 
fully treated are cited. 

The complications have been chiefly cutaneous eruptions, which 
rapidly cleared after treatment was discontinued. 

In 3 patients of the total of 239 treated peripheral neuritis occurred 
as a more serious complication. The symptoms cleared up in about three 
weeks after the inhalations were discontinued. 

I recommend this method of treatment as a valuable means of com- 
bating the more difficult cases of fungous infection as well as cases with 
systemic involvement. 

The percentage of patients in whom the condition responded to this 
method of treatment and the average number of treatments required 
are presented in tabular form. 





SOME QUACKS IN OLD LONDON AND THE 
MORBUS GALLICUS 


WILLIAM RENWICK RIDDELL, LL.D. D.C.L.. 
F.R.H.S. (Lonpon) 


TORONTO, CANADA 


In a work called “The Quacks of Old London” by C. J. S. Thompson 
(better known as the author of “The Mystery and Romance of Alchemy 
and Pharmacy”) is an admirable account of the irregular practitioners 
of medicine in London in olden times. 

From having been from its beginning president of the Canadian 
Council for Combating Venereal Disease, my attention was particularly 
directed to the treatment of syphilis, that plague which began to spread 
over Europe in the last decade of the fifteenth century with dire results, 
and I thought it not without interest to extract some of the information 
as to those who outside of the medical profession treated that disease. 
Until the legislation in the time of Henry VIII, in 1511, and the grant- 
ing of a charter to the College of Physicians, seven years later, there 
were no regulations in respect to practitioners of medicine in England, 
and the quack had the whole field open to him. Even after great powers 
had been granted the college, it is said that “Ministers, Mountebanks, 
Runnagate Quack-salvers,” without official qualifications, infested old 
London. 

The first person to be noted as treating syphilis is Thomas Saffold, 
a weaver, who in 1674 obtained a license to practice medicine from the 
Bishop of London. He made pills which he advertised as follows: 


Deservedly have gain’d the name of Best 
In curing by the Cause, quite purging out 
Of Scurvy, French-Pox, Agues, Stone and Gout. 


He had, too, a liquor or elixir, which sold for one-half crown a bottle 
and which would cure “Dropsie, Agues, Stone and Gout, as well as the 
Disease too much in Fashion.” After Saffold’s death in 1691, feeling 
verses were written about him: 


For was it Fever, Pox or Calenture 
His drugs could either quickly kill or cure. 


John Case succeeded to his business and advertised as follows: 


Here’s fourteen pills for thirteen pence 
Enough in any man’s own conscience. 
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In his “Good News to the Sick,” he said: “your old Friend 
faithfully Cures the Grand P—with all its symptoms very Cheap, Pri- 
vate. and without the least Hindrance of Business.” He advised: 


All ye that are of Venus Race 
Apply your selves to Dr. Case; 
Who, with a Box or two of PILts, 
Will soon remove your painful Ixts. 


b 


H. Hills, in Blackfriars, “a Doctor rare,” advertised to cure all ills: 


Past, Present, and to come 
The Cramp, the Stitch, 

The Squirt, the Itch, 

The Gout, the Stone, the Pox 
The Mulligrubs, 

The Bonny Scrubs 

And all Pandora’s Box. 


’ 


Tom Jones girded at “those Quacks . . . called Solemites,” who 
advised “For the Jaundice, Fevers, Flux, Gripes, Gout, Stone, and 
Pox . . . take a vomit,” and brought forth a better “Specifick 

Pulvis Catharticus . . . which will expel the rankest 


” 


Poison ° 
Dr. James Tilburg, “a very expert, famous outlandish Doctor and 


Citizen of Hambourgh . . . arrived in London and hath brought 
a wondrous Art with him. . . . First, He cures the French Pox, 
with all its dependents. : 

A little later an Italian quack, Salvator Winter, from Naples, was 
selling an “Elixir Vitae” which cured everything from catarrh to French 
pox and consumption, and “it would revive the Dead, were that not a 
secret reserved to God, only.” 

Another advertisement told of “The Cueapest & Sarest Way of 
bringing forth of Venom of ye Secret Disease and Perfectly Curing 
it in Man or Woman, By only ye Paris Pill & a Balsamick Electuary, 
without Prejudice to the Body, or Hindrance of any Buisness, & that 
so Privately that a Friend in the Bed shall not know it. The Price of 
a Box of the Pills is 2s. 6d., and a Pot of the Electuary 1s. 6d. of weh 
Pills and Electuary two Boxes & one Pot will be sufficient for any one 
not very far gone in the Distemper and Double the number will heal 
the Patient, if in great Extremity. i, 

Dr. E. Gray, however, warned all not to be “imposed on by the 
pretence of any Herculean Medicine, that shall with four doses at 5s. 
a dose cure the most inveterate pox, a distemper not to be eradicated 
(in the opinion of the most learned in all Ages) with less than a renova- 
tion of all the humours in the whole body.” 
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Another quack, about the same time, distinguished himself by invent 
ing the name “Affection Allamode” for the disease morbus gallicus, {, 
the cure of which he had made it his business in his studies and practice 
“to find out means more effectual than the common ways, which by God's 
assistance with his endeavours, he has attained to a most expeditious, 
safe and easie method.” 

Still in the seventeenth century, “an UNBorn Doctor, THE SEVENTH 
SON OF A SEVENTH Son,” had a “great secret for the cure of the Morbus 
Gallicus, a method never in England till now.” 

Later, Thomas Rands, in Moorfields, had ‘“Wonderworking Pills” of 
which he sang: 

Here men of great sense 

At a little expense, 

May furnish themselves with a packet. 
Or if any one’s poor 

That has been with a w—— 

For sixpence he need not lack it. 


And surely no one could say fairer than that. 

Moses Stringer, toward the end of the seventeenth century, had a: 
“Elixir Renovans,” which cured everything, even making “a Hen, so 
very old, that nobody would kill it . . . so that the Hen recoverred 
Youth and New Feathers, and, what is still more surprising, Laid EGGS 
and Hatcht chickens, as if she had lost a dozen years of her life.” And 
a quack about the same time issued the following warning : 


Beware of Quacks, Mercury and all such Foes 
Lest need ye require a supplemental Nose. 


He claimed that his medicine would restore perfect health “without 
salivation, danger of mercury or confinement.” 

Another quack, a “Physician at the New-House in the Wash Gar- 
den . . . hath experimentally Attained to the Perfect and Speedy 
Cure of the Pox, his medicines being of such an efficacious quality that 
they totally eradicate all Venereal Atomes which infect and vitiate the 
blood, extracting the malignity although it be settled in the Bones.” 

Sometimes a quack had his wife working with him. “No Pocky 
3ill” was the heading of a sheet circulated by a quack and his wife, in 
which was added: “The Society have taken care to provide particular 
specificks for the modish disease.” Sometimes, the lady did not trouble 
herself with a husband. “A German gentlewoman,” Anne Laverenet, 
cured the morbus gallicus and presumed that few had arrived at per- 
fection in this cure besides herself. Agnodice, the “Woman Physician,” 


cured diseases of her own “Sects,” but modestly said: “The diseases 
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rarticular, I shall forbear to mention, they not being proper to be 
osed to the Publick,” but “if Venus should unfortunately be wounded 
with a Scorponious Poyson by tampering with Fiery Mars, to her own 
Sects it is then she brings comfort and relief, and by her antidotes 


expels the poyson, Jove-like, though never so far gone.” 

Elizabeth Maris, who styled herself the “True German Gentle- 
woman” in her circular, said: “If any gentleman has any distemper 
not fit to be discoursed of to a woman, he may speak to my son, who 


hath practised Physick above Twenty years with good success.” 
Perhaps that is enough for this time, but | may be permitted to 
wonder if Canada’s Dr. Locke had not a predecessor in Dr. Joshua 


\Vard, of the time of George II. It was said: 


George II being afflicted with a violent pain of the thumb which baffled the 
skill of the Faculty, sent for the noted Dr. Joshua Ward. . . . On being intro- 
duced, he requested permission to examine the affected part and gave it so sudden 
a wrench, that the King cursed him and kicked his shins. Ward bore this very 
patiently, and when the King was cool, respectfully asked him to move his thumb, 


which he did easily and found the pain gone. 


But I find that Ward, before he was admitted to the King, provided 
himself with a nostrum which he concealed in the hollow of his hand. 
This was his “Headache Essence,” the original of compound camphor 
liniment. He was better known by his pill. Pope sang of him: 


Of late, without the least pretence to skill, 
Ward’s grown a famed physician by his pill. 


And there can be no doubt that what Ward had in his hand had nothing 
to do with the cure. He was a confirmed quack. 


Osgoode Hall. 





ESTROGENIC SUBSTANCE IN THE BLOOD OF 
PATIENTS WITH ACNE 


THEODORE ROSENTHAL, M.D. 
AND 
THEODORE NEUSTAEDTER, M.D. 


NEW YORK 


Recently observations on the urinary excretion of estrin in a series 


of patients with acne were reported by one of us (T. R.) in collabora- 
tion with Kurzrok.1_ There was complete absence of the hormone in 
twenty-seven of thirty-four patients in this series, the specimens of 
urine being examined during various phases of the menstrual cycle. 
Kurzrok’s studies * indicate that the excretion is fairly constant through- 
out the cycle. The work of Frank and his associates,’ on the other 
hand, tends to show that in the normal fertile menstruating woman 
the concentration of estrogenic substance in both the blood and the urine 
undergoes regular cyclic variations and also that the renal permeability 
of these substances varies in the individual.* In view of these pos- 
sibilities, therefore, it seemed worth while to repeat these observations, 
estimating premenstrual values for estrogenic substance in the blood in 
patients with acne. 

In normal menstruating fertile women Frank and Goldberger * found 
1 mouse unit of estrogenic substance in 40 cc. of blood taken from the 
tenth to the third day before the expected menstrual period in 44 per 
cent of their patients, while from the third to the last day before the 
menses at least 1 mouse unit was present in the blood of 100 per cent 
of the patients (average for the entire period, 72 per cent). Neu- 
staedter ® found estrogenic substance in the blood of 75 per cent of his 


From the Department of Dermatology, Columbia University, and the gyneco- 
logical service, Central Neurological Hospital. 

1. Rosenthal, T., and Kurzrok, R.: Proc. Soc. Exper. Biol. & Med. 30:1150, 
1933. 

2. Kurzrok, R.: New York State J. Med. 32:1287, 1932. 

3. Frank, R. T.: The Female Sex Hormone, Springfield, Ill., Charles C. 
Thomas, Publisher, 1929. 

4. Frank, R. T., and Goldberger, M. A.: Female Sex Hormone; Utilization 
of Hormone in Normal Woman; Effect of Abnormal Kidney Permeability in 
Production of Amenorrhea and Sterility, J. A. M. A. 94:1197 (April 19) 1930. 

5. Frank, R. T., and Goldberger, M. A.: Clinical Data Obtained with Female 
Sex Hormone Blood Test, J. A. M. A. 90:106 (Jan. 14) 1928. 

6. Neustaedter, T.: Unpublished observations. 
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patients in a similar interval; Mazer and Goldstein’ found the 
nercentage slightly higher in their series (85 per cent). 

With these figures representing average norms, we may compare 
them with our findings in normal menstruating women with acne. 
Twenty-nine consecutive patients with acne with a normal menstrual 
history were examined. In none of the patients studied were any other 
acne-producing factors, dietetic or chemical, detected. Their ages ranged 
from 11% to 34 years, and the menstrual interval ranged from 
twenty-one to thirty-one days. Forty cubic centimeters of venous blood, 
obtained within seven days of menstruation, was assayed for estrin by 
the method of Frank and Goldberger. 

The results were as follows: 
No. of Patients 


Strongly positive reaction (1 mouse unit) 2 (7%) 


Weakly positive (less than 1 mouse unit) 16 - 
Negative 11§ (937) 

The relation between acne and the sex glands has long been sus- 
pected, and many observers have commented on it. Thus, Hollander * 
was impressed with the correctness of the conception that the underlying 
etiologic factor in acne is somewhere in the domain of the endocrine 
glands, probably the gonads. According to Schamberg,® when the 
phenomenon of the relapse during menstruation in persons with acne 
is considered in conjunction with the initial onset of acne at the approach 
of puberty the inference appears to be justified that an internal secretion 
from the sex glands plays an important role. Darier?® stated that 
localized acne of the chin in young women is supposed, almost certainly, 
to indicate utero-ovarian disturbance. 

Bloch," among others, called acne a dyshormonal dermatitis. He 
noted that eunuchs are said to be immune from acne, and that there have 
been pathologic cases in which acne appeared in the first years of life 
when (owing to suprarenal tumor) sexual maturity was precociously 
developed. In a series of interesting tables and graphs showing the 
correlation of acne, on one hand, and the commencement of the menses 
and the appearance of pubic and axillary hair, on the other, he demon- 
strated clearly that in any age group those sexually developed show a 
higher percentage of acne than those not sexually developed. 


7. Mazer, C., and Goldstein, L.: Clinical Endocrinology of the Female, Phila- 
delphia, W. B. Saunders Company, 1932, p. 165. 

8. Hollander, L.: Role of the Endocrine Glands in Etiology and Treatment 
of Acne, Arch. Dermat. & Syph. 3:593 (May) 1921. 

9. Schamberg, J. F.: Research Problems in Dermatology, Arch. Dermat. & 
Syph. 4:293 (Sept. 3) 1921. 
10. Darier, J.: Précis de dermatologie, Paris, Masson & Cie, 1928, p. 508. 
11. Bloch, B.: Brit. J. Dermat. 43:61, 1931. 
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Thus, there has accumulated a large amount of circumstantia] 
evidence, clinical intuition and conjecture implicating the sex glands in 
the etiology of acne, but until recently there was no means of demon- 
strating exactly the variations from the normal of the function of any 
sex gland. The newer knowledge of ovarian function, however, has 
provided a fairly precise method for determining the excretion of 
ovarian hormone, both qualitatively and quantitatively. 


COMMENT 
The physiologic mechanism of acne cannot be described at this time 
with certainty. A greater number of cases will be studied so as to 


insure progress in the proper direction. 

Although this series was rather small, it can be assumed that a 
definite relationship exists and that a deficient secretion of the follicle- 
ripening hormone may prove to be the direct or indirect factor in the 


cause of one type of acne. 

It may not be amiss at this point to suggest a possible, although 
very remote explanation of part of the mechanism of the most popular 
treatment of acne, namely, roentgen irradiation. In the course of 
routine filtered roentgen therapy it is conceivable that the pituitary gland 
is affected by the relatively low dosage of irradiation administered and 
in consequence induces a normal ovarian response.’? 


SUMMARY 


By means of the method of Frank and Goldberger in the determina- 
tion of values for estrogenic substance in the blood of girls with acne, 
results were obtained which paralleled closely the earlier work on 
estrogenic substance in the urine determined according to the technic 
of Kurzrok and Ratner.*® 

This leads us to believe that associated with acne there is abnormality 
of formation or of utilization of the sex hormone. The exact nature 
of this aberration and the direction it takes are unknown. Whether 
lack of estrogenic substance is the cause of acne or some other basic 
fault is as yet undetermined. 


115 West Eighty-Sixth Street. 
27 East Ninety-Third Street. 


12. Eideken, quoted by Mazer and Goldstein.’ 
13. Kurzrok, R., and Ratner, S.: Am. J. Obst. & Gynec. 23:689. 1932. 





THE HOPITAL SAINT-LOUIS 


A HISTORICAL SKETCH 


B. BARKER BEESON, M.D 
CHICAGO 


[he Hopital Saint-Louis deservedly enjoys a world-wide reputation 
ss a dermatologic center not only because clinical dermatology first 
ichieved importance there but also by reason of the many illustrious 
lermatologists who have been members of its staff. Visitors to the 
institution become conversant after a time with some of its more recent 
history, but to most of them, at least, the distant past is a closed book. 
[t shall be my endeavor to bridge this gap, starting at the very founda- 
tion of the hospital by Henry of Navarre. Much of its early history 
as been gleaned from Dogny’s excellent thesis, while Monsieur 
Jampy,? the director of the Hopital Saint-Louis, has put me deeply 
in his debt by furnishing many facts of recent date. 

Henry IV issued an edict on May 19, 1607, providing for the erec- 
tion of a hospital to the northeast of Paris and some distance from the 
ramparts which in that vicinity followed a line represented by the pres- 
ent boulevards Saint-Martin, Saint-Denis and Bonne Nouvelle. The 
location was finally fixed at the foot of the hill on which the Belleville 
quarter now exists. This hospital was to serve as a hospital for con- 
tagious diseases, particularly for victims of the bubonic plague, with 
whom the Hotel-Dieu had been at times literally overrun. The name 
Saint-Louis was appropriately bestowed on the hospital by the King 
in honor of his ancestor Louis, the Crusader King, who died of the 
plague near the reputed site of Carthage in 1270. 

The plans for the hospital were submitted to the King on June 1, 
1607, and the one which he approved is still preserved in the Archives 


Biographies of the following physicians to the Hépital Saint-Louis which have 
appeared in the ARCHIVES also contain much that concerns this institution. Beeson, 
B. B.: Alfred Fournier, His Life and Work, Arch. Dermat. & Syph. 10:297 

Sept.) 1924; Louis Brocq, ibid. 19:808 (May) 1929; Ernest Besnier, ibid. 20: 
5 (July) 1929; Ernest Bazin: A Sketch of His Life and Works, ibid. 20:866 

Dec.) 1929; Alfred Hardy, ibid. 21:108 (Jan.) 1930; Laurent Théodore Biett, 
bid. 21:296 (Feb.) 1930; Alphonse Devergie, ibid. 21:1030 (June) 1930; Emile 
Vidal, ibid. 22:115 (July) 1930; Henri Hallopeau, ibid. 23:730 (April) 1931; 
\libert, ibid. 26:1086 (Dec.) 1932; Camille Melchior Gibert, ibid. 30:101 (July) 
1934, 

1. Dogny, Maurice: Histoire de l’Hopital Saint-Louis depuis sa fondation 

usqu’au XIXe siécle, Thése de Paris, no. 55, Paris, J. B. Bailliére et Fils, 1911. 


2. Jampy: Personal communication to the author, Sept. 6, 1934. 
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of the Assistance Publique of Paris. Maximilien de Béthune, Duc de 
Sully, one of Henry’s closest friends and advisers, viséd it in the {ol- 
lowing terms: “The King having seen the three plans for the new 
hospital, has ordered that this one shall be followed. Signed at Fontaine- 
bleau by us, Grand Voier de France, Maximilien de Béthune.” 

The contract for the mason work was awarded, after some delay, to 
Antoine Le Mercier, who had submitted the lowest bid. Claude Velle- 
faux, after whom a nearby street was named, was the architect. In 
choosing the site for the hospital Drs. Martin and Hautin, both con- 
nected with the Hotel-Dieu, played a prominent part. Henry IV laid 
the cornerstone of the chapel on July 13, 1608. After a few months’ 
endeavor Le Mercier was unable to proceed further, his low bid proving 
ruinous. A new contract was signed on Oct. 2, 1607, by Percival and 
Louis Noblet, Sébastien Jacquet and Antoine Desnots, who successfully 
completed the masonry. Progress was rapid despite the unusually severe 
winter. Late in 1607 contracts were let for the carpenter work, the 
furnishings, the windows and doors, the plumbing and the locks. The 
end of 1608 found the chapel completed. Its chief adornments were 
images of the Virgin Mary, Saint John the Baptist and Saint Louis. The 
first service held in the chapel was in honor of Henry IV, who had 
been assassinated by Ravaillac on May 14, 1610. The hospital was 
completed two years later but was not utilized until May 8, 1616, when 
it was opened to care for the overflow from the Hotel-Dieu. 

In 1618 it received many victims of the plague. During the Frond 
or Civil War between the King and Parliament many wounded persons 
and not a few cattle were housed. In 1670 an epidemic of scurvy swept 
over Paris, and many of the patients were cared for at the Hopital 
Saint-Louis. An unsuccessful attempt was made in 1676 to convert 
the hospital into a convalescent home for those discharged from the 
Hotel-Dieu. The King wished to install ovens in the hospital grounds 
to provide more bread for the poor in 1693-1694, but Parliament placed 
them in the Tuileries instead. A movement to establish the mint on 
the grounds of the Hopital Saint-Louis was defeated in 1719, largely 
through the inflence of Cardinal de Noailles, Archbishop of Paris. In 
1729, after being closed for twenty years, the hospital was reopened 
because of an epidemic of scurvy. While it was closed to patients it had 
been used as a granary. A large portion of the Hotel-Dieu was destroyed 
by a conflagration in 1773; so its patients were hastily transferred to 
the Hépital Saint-Louis. From then on it has served continuously as 
a hospital. At first it was a sort of annex to the Hotel-Dieu and was 
no longer regarded as a hospital for contagious diseases. 

By 1779 the Hotel-Dieu had been largely rebuilt, and Necker wished 
to convert the Hopital Saint-Louis into a general hospital. On May 15. 
1788, Baron de Breteuil wrote to the hospital board that it was the 
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<ing’s intention to demolish both the Hopital Saint-Louis and the 
(jopital Saint-Anne and replace them with more modern structures. 
But they were spared by the Revolution. Meanwhile, the hospital board 
eing at loggerheads with the municipal government, its members were 
‘orced to resign after holding a final session on April 15, 1791. From 

then on all of the Parisian hospitals have been under a single adminis- 

tration. Because of its location the Hopital Saint-Louis was christened 
e Hopital du Nord by the Revolutionists. 

A decision of the Council of Administration of the Hospices of 
Paris on Nov. 27, 1801, officially dedicated the Hopital Saint-Louis 
to the treatment of the chronic disorders, whether contagious, such as 
scabies or ringworm, or rebellious and cachectic, such as dartre, scurvy, 
ulcers and scrofula. This led to many patients with cutaneous disorders 
seeking the hospital, and this tendency has persisted ever since. Paris 
had meanwhile outgrown its walls and reached out to and then around 
the hospital. This led to the establishment of outpatient clinics, and 
it is worthy of note that Alibert frequently saw forty or fifty such 
patients after one of his outdoor clinics. 

Brodier stated * that by the end of the eighteenth century the Hopital 
Saint-Louis contained 1,100 beds. A pavilion with 160 beds was set 
aside for the use of the soldiers composing the guard of Paris. Seven 
hundred beds were reserved for persons with scabies, 400 of them 
being for men. Persons with ulcers, dartre and cancers and a few 
wounded persons were grouped in 200 beds, 120 being for the male 
patients. The rest of the hospital housed those with scrofula, ringworm, 
the fevers, etc. The bath department was entirely renovated in 1816 
and put in charge of Biett. Two years later gas lighting was installed. 

Dr. Frangois Louis Poumieés de la Siboutie,* who practiced in Paris 
for more than thirty years and whose memoirs are of unusual interest, 
was an extern in the Hopital Saint-Louis in 1811. He referred to it 
as follows: “This hospital erected by Henry IV, is admirably situated, 
it is well aerated, surrounded by courts and vast well-planted gardens, 
which serve as promenades for the patients. Destined for skin diseases 
and scrofulous affections, it received at that time, all the public women 
of the right bank of the Seine.” 

An idea as to the early personnel is of interest. In 1729, when 
800 patients with scurvy were cared for, there were eleven surgeons, a 
chief and ten extern surgeons. The latter lived in the hospital and were 
forbidden to engage in outside practice. The chief surgeon and two 
physicians from the Hotel-Dieu made the rounds daily. The chief 


3. Brodier, Léon: J. L. Alibert-Médecin de l’H6pital Saint-Louis, 1768-1837, 
Paris, A. Maloine et Fils, 1923. 

4. de la Siboutie, Poumiés: Souvenirs d’un médecin de Paris, ed. 2, Paris, 
Plon-Nourrit et Cie, 1910. 
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pharmacist came three times weekly. Each of them was present 
with a small amount of bread and wine when entering the hospital, 
The nursing was performed by nuns until the passage of the law oj 
Dec. 9, 1905, which ended the Concordat between France and the 
Vatican. Since then a regular nursing service has been in effect. 

Alibert was the first dermatologist for the Hopital Saint-Louis. He 
was followed by Biett, Gibert, Cazenave, Devergie and Bazin of the 
older school. Hardy, Besnier, Hillairet, Guibout, Fournier, Lailler, 
Vidal, Balzer, Tenneson and Hallopeau came later, followed by Quin- 
quaud, du Castel and Danlos. Brocq, Darier, Thibierge, de Beurmann, 
Gaucher, Jeanselme, Lortat-Jacob, Louste and Ravaut, all of whom have 
passed away, have been more recent members of the staff. Darier and 
Hudelo are the only living médecins honoraires of the Hopital 
Saint-Louis. The present dermatologic staff comprises Gougerot, Mil- 
ian, Sézary, Touraine, Weissenbach and Flandin. 

The chair of cutaneous diseases and syphilis of the Faculté de 
Médecine de Paris was established at the Hopital Saint-Louis in 1880, 
and Alfred Fournier was chosen as its first incumbent. His successor 
in 1902 was Gaucher, who occupied the chair until his death late in 
1918. He was followed by Jeanselme, who retired in 1928 and was 
followed by Gougerot, who is the present professor and well qualified 
by reason of his many researches and publications. 

The Hopital Saint-Louis contains six services for cutaneous diseases 
and syphilis, comprising 491 beds, the largest hospital for diseases of 
the skin in existence. Of these beds, 246 are for men, 170 for women 
and 50 for children; 25, for persons with tropical diseases of the skin, 
are located in the Malta Pavilion. Each of the services has its own out- 
patient department or polyclinic. There are also evening clinics for 
persons with gonorrhea and syphilis. During 1933 there were 423,850 
visits to the outpatient department. Other figures given by Monsieur 
Jampy which show the large volume of work accomplished are: 44,485 
Wassermann tests, 14,800 roentgen treatments, mostly with high volt- 
age, and 83,600 treatments, including diathermy, ultraviolet therapy and 
electrotherapeutics. All of these totals are for 1933. 

In addition to its services for cutaneous diseases, the hospital pos- 
sesses all the services required by a general institution. These comprise 
almost 1,000 beds and include three surgical services, a service for 
genito-urinary diseases, a service for ocular diseases, a service for gen- 
eral medicine and an obstetrical service. Besides these there are a service 
for disorders of the ear, nose and throat and a children’s hospital, which 


includes a unit for contagious diseases. The Ecole Lailler, founded in 
honor of that illustrious dermatologist who did so much for the hospital 
and over which Sabouraud presided for many years, is used for children 
with ringworm, who thus carry on their schooling. 
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The museums, which form an important part of the hospital, are 
‘ndeed worthy of mention. The museum of moulages, which also 
includes drawings and oil paintings, was really begun by Devergie in 
1805 on his retirement from the Hopital Saint-Louis. He donated a 
number of water colors and oil paintings which had been used for 
teaching. Monsieur Husson, chief of the Assistance Publique, accepted 
these and housed them in a covered gallery, which later served as Vidal’s 
laboratory. Two thousand francs was set aside by the hospital admin- 
istration in 1869 toward the establishment of a museum. Lailler, who 
was one of the museum’s most ardent supporters, gave to it a number 
of wax models depicting disorders of the skin. His artist left suddenly 
for America, but Lailler soon discovered Baretta, who was engaged 
in making pasteboard imitation fruits. Thereafter the name of Baretta 
was inseparably linked with the hospital. Those who have spent much 
time at the Hopital Saint-Louis recall the narrow winding stairway 
leading from the museum up to the room where he worked. Baretta 
did not use wax but employed clay to which he added a secret mixture 
heated to 200 F., to which the necessary colors were added. Fournier 
came to the Hopital Saint-Louis from the Hopital Broca (formerly 
known as the Lourcine) in 1876 and brought with him an extensive 
collection of models by Jumelin. Péan, a surgeon at the Hopital Saint- 
Louis, also had Baretta make many models for this museum. Most of 
them dealt with surgical subjects. In 1878, at the time of the Paris 
Exposition, Lailler assembled the aforementioned material on the first 
floor of the Pavilion Bazin in his service, where it remained until the 
present building was constructed in 1885. It houses the dispensary on 
the first floor and the moulage museum and library on the floor above. 
The*various moulages are divided among three collections: the general 
collection, Fournier’s collection and the collection of Péan. The first 
catalog, edited by Henri Feulard in 1889, set the total number of 
moulages at 2,345. The second edition was gotten out in 1900 through 
Louis Wickham. By then the total number of moulages reached 3,164. 
The third and last edition, edited by Dr. Léon Brodier,® the present 
conservator of the Moulage Museum and Library, gave the total number 
of moulages as 3,722. This was in 1922. Most of the models added 
since the second edition were the work of Louis Niclet. The Société 


francaise de dermatologie et de syphiligraphie holds its sessions in 


the museum. 

The library of the Hopital Saint-Louis was founded on Dec. 23, 
1886, by the members of its staff. Today it possesses one of the most 
complete collections in existence of books and journals dealing with 


5. Musée de I’H6pital Saint-Louis, Catalogue des moulages coloriés, Dressé 
par les soins de M. le Docteur Léon Brodier, ed. 3, Paris, Imprimerie typographique 
de Ecole d’Alembert, 1922. 
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dermatology and syphilis. Its first conservator was Henri Feulard. 
who perished in the Charité holocaust, since which time the library has 


borne his name. 

The Histological Museum was established in 1920 at the instigation 
of Darier, Brocq and Thibierge. Most of the credit belongs to Darier, 
Civatte, who requires no introduction, was appropriately appointed its 
conservator. Under his able and enthusiastic direction the museum has 
flourished like the green bay tree, so that when it was formally dedi- 
cated in 1932 ° it contained over 3,000 specimens besides many colored 
photomicrographs, drawings and paintings. There are more than 900 
autochromes. This museum bids fair to take its place as the outstanding 
histologic museum of the world. Among others, it includes Darier’s 
extensive private collection. It is intended to serve as a teaching and 
investigative center. 


30 North Michigan Avenue. 


6. Inauguration du Musée d’Histologie de Hopital Saint-Louis. Speeches | 
Civatte and Darier, Arch. dermat.-syphiligr. 4:417, 1932. 





EXCLUSION OF NEUROSYPHILIS BY MEANS 
THE HINTON REACTION OF THE BLOOD 


J. L. GRUND, MD. 


BOSTON 


[:xamination of the spinal fluid is one of the procedures carried out 
as a routine in the present management of syphilis, for, though relatively 
infrequently, it happens that cases of treated syphilis are encountered 


in which the serologic reaction of the blood is negative and that of the 
spinal fluid positive. In cases of neurosyphilis, periodic examinations 
of the spinal fluid are necessary to gage the effect of treatment. 

Lumbar puncture ts occasionally attended by marked vertigo or by 
backache or headache, and in extremely rare cases its consequences have 
been of serious import. It is obvious, therefore, that the development 
of a test of the circulating blood which would obviate the necessity for 
spinal puncture would be a distinct contribution to syphilotherapy. 

In 1934 Berk and Hinton?* reported the results of their study of a 
large number of cases of neurosyphilis with the Hinton test of the 
blood. They concluded that a negative Hinton reaction of the blood 
almost totally excluded the likelihood of laboratory evidence of neuro- 
syphilis. In a later article Hinton* maintained that lumbar punctures 
are unnecessary during the first two years of an infection with syphilis 
and that a negative Hinton test of the blood is sufficient to exclude 
neurosyphilis. 

The Hinton test of the blood is the present standard employed by 
the Massachusetts State Department of Public Health for the detection 
of syphilis. It is used in place of the Wassermann and Kahn tests and 
has evidently proved satisfactory. The reaction is sensitive, and the 
test is relatively simpler than the Wassermann test, since it is based on 
precipitation. 

Patients with syphilis undergoing active treatment were chosen from 
the outpatient department for the purpose of determining the value of 
the Hinton test as a substitute for examination of the spinal fluid. 
Only a small number of cases are recorded, since it is believed that a 
larger collection would be merely repetitious and would not enhance the 
message which the present report is intended to convey. 


From the Department of Dermatology and Syphilis, Massachusetts Memorial 
Hospitals, and the Boston University School of Medicine. 

1. Berk, Arthur, and Hinton, W. A.: The Value of a Negative Hinton Test 
in the Exclusion of Neurosyphilis, Am. J. Syph. & Neurol. 18:92 (Jan.) 1934. 

2. Hinton, William A.: Hinton Test and Lumbar Puncture in Treated Pri- 
mary and Secondary Syphilis, Arch. Dermat. & Syph. 30:813 (Dec.) 1934. 
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REPORT OF CASES 


Case 1—C. K., aged 38, had an irrelevant past history. She entered the clinic 
in July 1932 with a syphilitic maculopapular eruption on the trunk and extremities. 
Mucous patches were present on the fauces. The Wassermann, Kahn and Hinton 
tests of the blood were positive. She received intensive and regular antisyphilitic 
treatment until September 1933, at which time all the tests of the blood, including 
the Hinton test, were negative. She continued to receive active treatment until 
April 1934, and at that time the serologic tests were still negative. Active treat- 
ment was then discontinued. At this time a lumbar puncture was made, and 
examination of the spinal fluid gave the following results: cells, 15; globulin, a 
slight trace; sugar content, normal; Wassermann reaction, positive; curve for 
colloidal gold, 55542111000. At the time of writing the patient is receiving 
tryparsamide. 

Case 2.—J. F., aged 54, was referred to the outpatient department for exam- 
ination and treatment. He complained of pains in the legs. He had received 
antisyphilitic treatment ten years previously but none since. A Hinton test of 
the blood was negative. Physical examination gave essentially negative results, 
Examination of the spinal fluid showed 17 cells. The test for globulin was slightly 
positive; that for sugar was negative. The Wassermann reaction was positive and 
the curve for colloidal gold was 1122110000. 

Case 3.—B. B., aged 55 years, was referred in June 1933 for the treatment of 
severe pains in the chest and extremities. Physical examination gave the following 
results: The right pupil was larger than the left; both were irregular; neither 
pupil reacted to light; the knee jerks were absent, and the Romberg test was 
positive. The Hinton reaction of the blood was negative. Examination of the 
spinal fluid showed 23 cells. The test for globulin was negative and the sugar 
content was normal. The Wassermann reaction was positive, and the curve for 
colloidal gold was 5555543210. 

Case 4.—J. B., aged 37, was referred in March 1934 from the United States 
Naval Hospital, where he had been treated for dementia paralytica. He presented 
mild symptoms of mental disease. Although the changes in the spinal fluid were 
those generally present in cases of dementia paralytica, the Hinton test of the 
blood was negative. 

Case 5.—M. B., aged 26, was referred in April 1925 for treatment because of 
a positive Wassermann reaction of the blood. Physical examination gave negative 
results. Regular antisyphilitic treatment was given until March 1927. The Was- 
sermann reaction of the blood was negative at that time. Examination of the 
spinal fluid gave the following results: cells, 11; globulin, a slight trace; sugar 
content, normal; Wassermann reaction, positive, and curve for colloidal gold, 
1122211000. The patient was treated with tryparsamide and bismuth until June 
1929, when another spinal puncture was made and examination disclosed no changes 
in the fluid. Until November 1934 treatment was administered irregularly. An 
examination of the spinal fluid at that time gave negative results. The Hinton 
reaction of the blood, however, was positive. 


COMMENT 


In case 1, which was an instance of an early stage of syphilis, what 
is generally considered to be adequate antisyphilitic treatment was 
administered. Although the serologic reactions of the blood had become 
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negative, syphilitic infection of the nervous system existed. That 


involvement evidently had occurred well within the first two years of 
the infection. Although the Hinton reaction of the blood during this 
interim was negative, the reactions of the spinal fluid indicated syphilitic 
invasion of the central nervous system. 

Clinical signs of neurosyphilis were absent in case 2 also. The 
history and symptoms, however, called for an examination of the spinal 
fluid. If the Hipton reaction of the blood had been relied on entirely 
and a lumbar puncture had not been made, the changes in the spinal fluid 
indicating the presence of tabes in case 2 and those suggestive of 
dementia paralytica in case 1 would have been overlooked. 

In case 3 the manifestations were typical of tabes dorsalis. There 
was no evidence of dementia paralytica. The Hinton reaction of the 
blood was negative. .The changes in the spinal fluid, however, were 
those present in cases of dementia paralytica. The entire picture was 
that of the tabetic form of dementia paralytica. It was apparent in this 
case that the Hinton test was without value in determining the presence 
or the type of neurosyphilis. 

Case 4 was definitely one of dementia paralytica with mild symptoms 
of mental disease and characteristic changes in the spinal fluid. The 
Hinton reaction of the blood was negative. The test did, not confirm 
the diagnosis of a condition which was obvious on examination, 

Case 5 illustrates the fact that the Hinton test of the blood does 
not show variations in results paralleling the changes that occur in neuro- 
syphilis as a result of treatment. Even though improvement of the 
spinal fluid attended continued and prolonged treatment with try- 
parsamide in this case, the Hinton reaction of the blood remained 
positive. 

In conclusion, it may be stated that on the basis of clinical evidence 
obtained from the study of the cases presented the Hinton reaction of 
the blood is of no value in either the diagnosis or the management of 
neurosyphilis. 

NotE.—Since this article was written Epstein * has mentioned in a 
letter the experience he had with the Hinton test in cases of neuro- 
syphilis. This experience was based on observation of a large number 
of cases in Dr. H. C. Solomon’s clinic in the Boston Psychopathic 
Hospital. In a group of untreated patients with strongly positive reac- 
tions of the spinal fluid there were eleven with frank clinical signs of 
dementia paralytica who showed consistently negative Hinton reactions 
of the blood. Among treated patients there were seven who after exten- 
sive treatment presented negative Hinton reactions but still had positive 
reactions of the spinal fluid. In five patients the Hinton reaction of the 


3. Epstein, Samuel H.: New England J. Med. 212:495 (March 14) 1935. 
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blood was positive but the reaction of the spinal fluid was negative 

result of treatment. Thirty-eight patients were found to have a negative 
reaction of the spinal fluid and a positive Hinton reaction. All the latter 
patients had arrested dementia paralytica and had received intensive 
treatment over a period of years, but they still presented varying degrees 
of mental defect; although the Hinton test did not in these cases revert 
to normal, there was sufficient evidence to indicate that an arrest of 


neurosyphilitic process had occurred. 


483 Beacon Street. 





CONTACT DERMATITIS DUE TO CRUDE 
PETROLEUM 


M. ADAMS, M.D. 

NEW ORLEANS 
AND 

L. IRBY, M.D. 


EL DORADO, ARK. 


Cutaneous diseases occurring in workers in oil fields, by post hoc 
ergo propter hoc logic, are frequently ascribed to contact with crude 
oil. The term “oil poisoning,” used frequently by laymen and physicians 


in oil-producing territory, covers a variety of lesions. To industrial 
physicians and dermatologists, reference to cutaneous diseases caused 


by crude petroleum brings up a picture of acne or cancer frequently 
reported from contact with liquid petrolatum. 

\ search of the literature and of personal correspondence with 
medical directors of oil companies and physicians who have practiced for 
many years in oil-producing regions failed to bring to light any reports 
on contact dermatitis due to crude petroleum. Two physicians and one 
dermatologist described conditions they had seen occasionally, which 
may have been contact dermatoses, but none was sufficiently definite 
to establish the diagnosis. No cases were seen during fourteen years 
in a large refinery. 

REPORT OF A CASE 

On Sept. 5, 1933, a white man in the Smackover District of Arkansas reported 
that on September 2, while he was pulling tubing, his hands, arms, forearms, 
feet and legs were soaked with the fluid from the well, which was a mixture 
of crude petroleum and salt water. On September 3 blisters formed on both 
hands, forearms, feet and legs, which became worse and spread to new areas. The 
blisters ruptured, leaving ulcers. 

The patient was 34 years of age and had worked in oil fields for many years. 
He gave no history of a previous illness, injury or similar eruption. He was 
20 per cent overweight, the upper teeth were infected with pyorrhea, and he had a 
lower dental plate. The tonsils were infected. There was mild tinea of the toes. 
The temperature was 99.6 F.; examinations of the blood and urine gave negative 
results. Physical examination showed the patient to be normal except for the 
eruption. 

There were vesicles, blebs and ulcerations on both feet, legs, hands and 
forearms, with a mild lymphangitis. The vesicles ranged from the size of a 
pinhead to the size of a dime. The lymphatic glands in the axillary and inguinal 
regions were slightly enlarged. 

Moist antiseptic dressings were applied, but the condition became rapidly 
worse, and on September 8 the patient was admitted to the Henry C. Rosamond 
Hospital. The temperature was 102 F. and the pulse rate 115; the lymphatic 





574 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


glands were very much enlarged and painful, and the outer skin on the dorsal 
surfaces of both hands, feet and ankles was destroyed. The vesicles covered areas 
from the lower third of both thighs, legs and feet and the lower third of the arms. 
forearms and hands. The fluid in the unbroken vesicles was thin and milky- 
colored. 

Local and constitutional treatment resulted in rapid improvement, and the patient 
was discharged from the hospital on September 16. Treatment was continued 
in the office until October 22. All lesions were healed, but the skin was thin 
and easily irritated. He was given work which would not bring him in contact 
with crude oil. On several occasions the skin broke down as a result of slight 
ulceration. 

Later he was put to work as a pumper in charge of several producing wells. 
On December 6, while he was on night duty, it rained and his feet and legs wer 
soaked with water and waste oil. The following day he reported with vesicles 
on the dorsal surfaces of both feet and ankles, and he was treated as before. The 
course of the eruption was milder than on the first occasion. On Jan. 2, 1934, 
while he was on duty, it rained again and his feet and legs were soaked in oil 
and salt water. He reported the following day with blisters on both feet and 
ankles; the lesions were treated as before, but they healed more slowly than 
previously. The skin remained thin and ulcerated from slight irritation. 

On February 16 patch tests were made with fluid from the wells that he 
tended. The local reaction to the fluid from one of the wells was marked and to 
that from the other, mild. Analysis of the fluid used in these tests showed that 
the fluid causing the severe reaction contained: 

Grains per Gallon 


= 


4.6 
Sodium chloride 4,360.0 
Sodium bromide 20.0 


Sodium iodide 20.0 


The fluid which caused the mild reaction contained : 


Grains per Gallon 


Sodium chloride.... 
Sodium bromide 


Sodium iodide 


It was thought that transfer to a field producing a different quality of ol 
might avoid a recurrence of the dermatitis. Before he was transfered, however, 
patch tests were made with the fluid from the wells with which he would come 
in contact. The results were as follows: 


Well 1 No reaction 


Well 2 Mild reaction at the end of half an hour 
Definite reaction after twenty-four hours 


Well 3. Marked reaction in one hour and after twenty-four hours 


He was advised not to work at any of these wells, but on May 29 and 30 
he was called to assist in work in this field. His extremities became soaked with 
fluid from these wells. From twenty-four to thirty-six hours after exposure 


he began to feel a burning sensation in these areas, which was followed by tl 
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suffered previously. Smears were made from the fluid in the blisters on 
occasions and found sterile. 
has had no further contact with crude petroleum, and there has been no 
ence of the eruption. He has been disabled since July 14, 1934, from an 
lustrial injury. 
SUMMARY 
\ search of the literature and correspondence with physicians prac- 
ticing in oil fields failed to reveal an authentic case of contact dermatitis 
due to crude petroleum. 
\ case of contact dermatitis from exposure to crude petroleum is 
presented. 
Susceptibility to contact dermatitis from crude petroleum seems to 


he comparatively rare. 
Susceptible persons are more prone to an attack when the skin is wet. 


It is probable that in a large majority of the cases reported from 
the oil fields as instances of “oil poisoning” the condition is not a true 
contact dermatosis but instead is the result of infection or dermatitis 


due to other causes. 





BLOOD AND OXYGEN SUPPLY OF THE SKIN 


FREDERICK REHM SCHMIDT, M.D. 


CHICAGO 


Essential to the vitality of the skin is the blood supply. Textbooks 
insist that this is adequate in every way to meet the demands placed 
on it. The recent investigations of Petersen,' Comel ° and Koenigstein 
substantiate my findings, which tend to cast considerable doubt on 
the statement. 

The cutaneous arteries supplying the hair papillae, Meissner cor- 
puscles and papillary bodies are terminal vessels and have poor anas- 
tomotic connections, like those in the brain, kidneys and special sense 
organs. Furthermore the skin, as demonstrated by Krogh,‘ has a rela- 
tively small potential capillary surface, so that, coupled with the cir- 
cumstance that its vessels are terminal, it cannot respond adequately 
to a sudden and unusual demand for oxygen, which occurs, for instance, 
at times of increased activity. If to this is added anemia, when the 
blood cannot carry as much oxygen as it normally should, the cutaneous 
structures are immediately thrown into a precarious situation through 
want of oxygen. Should anoxemia be unduly prolonged, the bounds 
of physiologic recovery are passed and death of these structures ensues. 
Countless gradations of this functional swing extending into the realm 
of pathologic alteration in the skin are possible, and perhaps the com- 
plexity of the clinical picture in the dermatoses is due in a large measure 
to this factor. 

Added to the fact of terminal vascularization is that of the peculiar 
architecture of the dermal blood vessels, differing markedly in 
health and disease. Many years ago Unna® called attention to areas 
in the cutis which are constantly in a state of relative oxygen deficiency, 
for the arterioles arising from the cutis and subcutis plexus divide 


and pass up to the epidermis in such a manner that cones are formed 


1. Petersen, W. F., and Levinson, S. A.: The Skin Reactions, Blood Chem- 
istry and Physical Status of “Normal” Men and of Clinical Patients, Arch. Path 
9:151 (Jan.) 1930. 

2. Comel, M.: Fisiologia normale e patologia delle cute umana, Milan, Fra- 
telli Treves, 1933. 

3. Koenigstein, H.: Skin and Venereal Diseases, Berlin, Urban & Schwarz- 
enberg, 1934, vol. 1. 

4. Krogh, A.: The Anatomy and Physiology of Capillaries, New Haven, 
Conn., Yale University Press, 1922. 

5. Unna, P. G.: Die Praxis der Hautkrankheiten, Berlin, Urban & Schwarz- 
enberg, 1908. 
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the bases of which lie in the papillary body. This character of the 
subepidermal vessels explains the reticulation of certain dermatoses. 


fhe cutis apparently does not require a great deal of oxygen, for 
appropriate stains demonstrate that collagen is not avid for it and that 


elastica, though a reduction tissue, plays even a lesser role in the 


oxidation-reduction mechanism, owing to its smaller mass. It appears 
that the skin requires more oxygen as one approaches the mucous layer 
of the epidermis, for Eitel ° demonstrated that the cutis consumes more 
{it than the underlying fascia but less than the epidermis. 


( 


EXPERIMENTATION 


Investigations in the oxidative processes of the skin were carried out as 
follows: First, microscopic studies were made of fresh, frozen sections stained 
with reduced methylthionine chloride and potassium permanganate. This clearly 
demonstrated the peculiarities of the supply of blood and oxygen to the skin. 
With the first of these stains the blue was fixed most strongly by the cells of the 
basal layer of the epidermis, the bulbs and papillae of the hairs, the tactile cor- 
puscles and the histiocytes, with only a pale stain showing in the remainder of 
the epidermis and blood vessels. Scarcely any was discernible in the cutis. This 
tinctorial evidence demonstrates which portions of the skin contain an abundance 
of oxygen and corroborates the anatomic facts of distribution of the capillaries. 

Free oxygen, as demonstrated by this stain, is being given off constantly by 
the nuclei and the histiocytes. In order to determine the fate of the oxygen, 
similar frozen sections were treated with potassium permanganate. The internal 
and external hair sheaths and the lower strata of the horny layer of the epidermis 
appeared darkest brown, the trichohyalin and keratohyalin of these cells showing 
great powers of reduction. From this it appears that reduction and demand for 
oxygen are greater wherever there is hair, as on the extensor surfaces of the 
extremities. 

The second series of experiments consisted in applying a thermometer to dif- 
ferent areas of the body. This method of testing the blood volume of the skin 
does not allow clearcut deductions. Nevertheless, in a large number of persons 
interesting variations in the temperature of the skin were detected, notably in 
the extensor and flexor areas. 

Finally, an insight into the oxidation-reduction mechanism of the living skin 
was obtained by the intradermal injection of 0.1 cc. of methylthionine chloride, 
U.S. P. The time required for the color to disappear serves as a rough indicator 
of the oxidative processes in that particular area of skin. In general, the longer 
the time required for reduction of methylthionine chloride, the better the cellular 
oxidation. An increased tendency to reduction is associated with increased acidity 
of the tissues, this being demonstrable in women in the premenstrual period, a 
time when the fu normally falls. These are also periods of irritability of the 
tissue, increased acidity, diminished oxidation and marked variability in the amount 
of resistance offered by the skin to the electric current. 

In a series of several hundred such injections an interesting observation was 
made. By regular testing of the skin of the flexor and extensor surfaces of the 
extremities, differences were noted in the time required for the blue to disappear. 
In 71 per cent of cases the reduction time was slightly shorter on the extensor 


6. Eitel, H.: Deutsche Ztschr. f. Chir. 242:806, 1934. 
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surfaces, so that the supply of free oxygen appears to be greater on the 
than on the extensor surfaces, or, to state it conversely, there is a greater cd: 
for this element in the latter areas. 

These observations are in agreement with those of Leszcynski,’ 
injected 0.1 cc. of trypan blue intradermally and found that the time 
of absorption of the blue when injected into the skin of the back and 
of the flexor surfaces differed from that when introduced into the 
extensor surfaces of the hands and feet. Pooman* has recently made 
use of this test in a practical manner. 

Several objections may be raised to this interpretation of the find- 
ings. It is true that the extensor surfaces are exposed to a good deal 
of trauma, with the friction of clothes rubbing on the hairs and insults 
of every nature falling more readily on these than on the flexor areas, 
Such trauma produces more spasm and in the presence of many yaso- 
constrictor vessels consequently leads to a greater degree of anoxemia. 
At any rate, from whatever cause, it appears that the rate of oxidation 
throughout the integument is by no means uniform and certainly not 
constant. This fact probably plays an important role in the predilection 
of certain dermatoses for the extensor surfaces. 


COMMENT 

These anatomic and physiologic investigations emphasize the special 
structure and biology of the cutaneous blood vessels. The problem 
is further complicated by the fact that the blood volume of the skin 
is continuously shifting between the peripheral system, or the skin, 
muscles, kidneys and brain, and the splanchnic area, or the liver, spleen 
and intestines. In the anatomically unstable person with small blood 
volume, Morat and Dastré have demonstrated that this exchange occurs 
frequently and suddenly, resulting in disturbances of blood pressure 
and metabolism. Notably in such persons during a chill, the blood 
becomes “fixed” in the splanchnic bed and the skin suffers from relative 
anoxemia. Poole and Wehger® have demonstrated that this consan- 


guinity of organs in the peripheral and splanchnic systems is not onl) 
functional and therefore, in the minds of many, hypothetic, but aga- 
tomically valid. These authors found that in a majority of patients 
with exfoliative dermatitis who came to autopsy there was also exfolia- 
tion of other tissues of the peripheral system, notably in the lungs and 


kidneys. 
These studies demonstrate that marked differences exist in the 
temperatures of different parts of the skin. Kadisch * has recently 


7. Leszcynski, R.: Dermat. Wchnschr. 95:1508 (Oct. 15) 1932. 

8. Pooman, A.: Dermat. Wchnschr. 100:112 (Jan. 26) 1935. 

9. Poole, A. K., and Wehger, R. T.: Fatalities of Exfoliative Dermatitis, 
J. A. M. A. 102:745 (March 10) 1934. 

10. Kadisch, E.: Arch. f. Dermat. u. Syph. 168:438 (Aug. 10) 1934. 
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that the localization of infections may be influenced by the 
nperature and the oxygen supply of the skin. He found that an 
ranism seeks out that part of the skin the temperature and the oxygen 
ntent of which are suitable to it, ascribing to these two physica! 
tors a greater importance than to immunologic and other factors. 
Finally, the role that oxidation plays in the pathogenesis of the 
lermatoses has recently received attention by several investigators. In 
onsidering the various hypotheses which have been advanced to estab- 
the pathogenic responsibility in dermatitis due to arsphenamine and 
, other exanthems, Milbradt ** concluded that the cause of such erup- 
ns lies in a disturbance of the oxidation-reduction system of the skin. 


CONCLUSIONS 

Some anatomic and physiologic investigations are presented to show 

t the cutaneous supply of blood and oxygen is inadequate and varies 
irkedly in different parts of the skin. 

fhe oxidation-reduction potential varies in different parts of the 


This may play an important role in determining the localization of 


taneous disease. 


11. Milbradt, W.: Mitnchen. med. Wehnschr. 80:1939 (Dec. 8) 1934. 





RELATION OF THE ADRENAL GLANDS TO 
HY PERTRICHOSIS 


RESULTS OF IRRADIATION OF THE ADRENALS AND REVIEW 
OF THE LITERATURE 


HENRY D. NILES, M.D. 


NEW YORK 


The exact cause of hypertrichosis is unknown. Although it is ge: 
erally considered to be due to some endocrine disturbance, the natur 
of this upset and the question whether the origin is monoglandular 
or polyglandular is in much dispute. Many endocrine syndromes 
accompanied by abnormalities of growth of hair. In some, hypertri 
chosis of the face, trunk and limbs is accompanied by loss of 
or complete alopecia of the scalp. These disturbances may occur 
patients with tumor or hyperfunction or hypofunction of the thyroid, 
pituitary, sex or adrenal glands. The fact that hypertrichosis so f 
quently appears first at puberty and at the menopause and during 
following pregnancy indicates a relationship to the endocrine glands, 
especially the ovaries. On the other hand, many patients with pro- 
nounced generalized hypertrichosis show no detectable evidence of 
any endocrine disturbance, and many patients with various endocrine 
disorders have hair of normal growth and distribution. Hypertrichosis 
in women often is associated with male characteristics, such as a deep 
voice, male habitus and hypertrophied clitoris, and underdeveloped inter- 
nal genitalia, amenorrhea and frigidity. According to my own obser- 
vations, however, the unfortunate victims of hypertrichosis usually 
have been normal women in every other respect, including libid 
menses, genitalia and habitus. As might be expected, this has been 


especially true in the cases of less marked and less extensive growth 


of hair, but it has also been true in many of the most severe cases. 

For some time I have thought that the syndrome known as adrenal 
virilism might offer a clue to the cause of hypertrichosis. The cha 
consist of hirsuties, male distribution of hair and habitus, deep voice, 
loss of libido, regression of the breasts and internal genitalia, hyper- 
trophy of the clitoris and obesity and are due to malignant change 
or marked hyperactivity of the adrenal glands. I have felt that 


ne 


malignant process or excessive hyperactivity of the adrenal glan 


From the New York Skin and Cancer Unit, New York Post-Graduate Medical 
School and Hospital, Columbia University. 
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caused this marked hypertrichosis it might be possible that a milder 
benign hyperactivity of the glands might be the cause of less severe 
disturbances of growth of hair without the other symptoms. Accord- 
ingly, in patients with Addison’s disease, in which there is marked 
hypofunction of the adrenal glands, there should be loss of hair, but 
| have been able to find only two reports of its occurrence. Bulloch 
and Sequeira * found some cases in which atrophy of the adrenal glands 


was associated with nondevelopment or disappearance of pubic hair and 
enital hypoplasia. Wakefield and Smith * reported a case of alopecia 


Oo 
o¢ 


totalis and pigmentation of the skin which resembled Addison’s disease. 
\t autopsy one adrenal gland was missing and the other was sclerosed. 
The usual absence of loss of hair in cases of this disease may be 
explained by the apparent fact that the adrenal glands do not affect 
the growth of hair at its normal sites but that hyperactivity of these 
lands causes growth of hair only in normally hairless areas. 

From July 1, 1933, to Nov. 15, 1934, thirty-one patients with hyper- 
trichosis were seen in the dermatologic clinic of the New York Post- 
Graduate Medical School and Hospital. The average age of 
twenty-eight patients was 22.1 years; the age of three patients was 


Oo 
s 


not recorded. The average duration in twenty-four patients was five 
and fifty-two hundredths years. Two patients gave the duration as 
“many years’; two did not know the duration, and in three cases it 
was not recorded. In twenty-two cases the hypertrichosis was general- 
ized; in three only the face, arms and legs were involved, and in two 
only the face, and in four the location was not recorded. In ten cases 
the family history was entirely irrelevant; in one, practically so; in 
three, except for the fact that the patient’s father had an unusually 
heavy growth of hair; and in two, except that one or more sisters had 
a slight growth of hair on the face. In eight cases the mother and 
one or more sisters, as well as more distant relatives, had definite 
hypertrichosis. In seven, the family history was not recorded. 

Six patients had had some electrolytic treatments and four had used 
depilatories. The others had had no previous treatment. In seventeen 
cases the general health was excellent, and in two, poor. In sixteen 
menstruation was regular, and in six, irregular; in one, the menses 
were regular but scanty. One patient was considered by the endo- 
crinologic department to be a true hermaphrodite, and one, to show 
definite signs of hypo-ovarian function. One patient had noticed a recent 


1. Bulloch, W., and Sequeira, J.: On the Relation of the Suprarenalopathies 
to the Sexual Organs, Tr. Path. Soc., London 56:189, 1905. 

2. Wakefield, E. G., and Smith, E. E.: Addison’s Disease, Suprarenalop- 
athies, Sclerosis of the Glands of Internal Secretion, Am. J. M. Sc. 174:343 


(Sept.) 1927. 
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decrease in libido, but all the other patients were normal sexually. Si, 


patients had acne, and one insisted that the hair appeared on her fac: 
after she used a cream for the treatment of acne. Three patients had 
always been obese but had had no recent gain in weight, and five had 
gained weight recently. Three patients had lost weight, and one had lost 
weight and the hair of the scalp had become thin during the previous 
three years. One patient had hyperthyroidism, and one had been given 
a diagnosis by endocrinologists of hyperadrenalism and, possibly, tumor 
One girl was definitely schizophrenic. One patient had recently suffered 
from frequent headache, and one had lately become very lazy and tired. 


TREATMENT 


As there is no reliable test of adrenal function, following my theory I con 
sidered the hypertrichosis itself as evidence of hyperfunction. The only available 
means, aside from surgical removal, of depressing this overactivity was by) 
inhibtory doses of roentgen rays. David, Hirsch and others * showed that while 
small doses of roentgen rays stimulate, larger doses suppress, adrenal activity, as 
evidenced by increased and decreased blood pressure and output of epinephrine, 
respectively (Hesse and Hirsch*). The difficulty at once encountered was how 
large the dose must be to inhibit rather than to alter or stimulate and how small 
it must be to be safe and not permanently injure the glands, the overlying skin 
or the adjacent kidneys. At the suggestion of Dr. William Meyer, radiologist 
of the New York Post-Graduate Medical School and Hospital, the single maximal 
dose according to the foregoing specifications of from 350 to 400 roentgens (r) sur- 
face quantity measured in air, using 200 kilovolts filtered with from 0.5 to 0.75 mm. 
of copper at a target distance of from 40 to 56 cm. (approximately two thirds of a 
skin unit) to each gland once a month was considered a safe inhibitory dose. As 
the position of the kidneys and adrenal glands varies in different persons, a roent- 
genogram of the former was taken before treatment was started in order to 
determine as accurately as possible the proper site for irradiation. 

Of the thirty-one patients originally seen, nineteen, for various reasons, did not 
report for treatment. The remaining twelve patients received from one to nine 
treatments at various intervals. The average number of treatments was three 
and eighty-three hundredths. As the dosage previously mentioned, given at inter- 
vals of one or two months, proved ineffective, during the last two months a differ- 
ent plan of treatment was instituted. This consisted of giving, with the same 
factors as before, approximately one third of a skin unit three times a week. The 
results with this method were no better than with the former. In none of the 
patients treated by either plan was a definite loss of hair noted. In a few cases, 
after the first two or three treatments a few hairs pulled out easily from the legs 
and, in one or two instances, from the chest and abdomen, and one or two patients 
noticed that some hairs fell from the trunk and limbs after a warm bath. This 
early effect was encouraging, but the falling of hair stopped even while treatment 
was continued. None of the patients noticed any falling of hair from the face, and 
in none were the hairs on the face loosened. In some cases new hairs continued 
to appear, but in others no new hairs appeared after the treatments were started, 


3. David, Hirsch et al., quoted by Goldzieher,® p. 83. 
4. Hesse and Hirsch, quoted by Goldzieher,’ p. 83. 
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wh the growth of new hair had been rapid before. No effect on hair in 
11 locations was noted except in one patient who lost a few eyelashes, which 
grew in again. One patient experienced pain in the back after one treatment, 
ne had irregular menstruation after two treatments. There were no other ill 
effects except that some patients experienced slight nausea for a short time after 
ach treatment, and in most patients who had four or more treatments there was 
niomentation at the site of radiation. All the patients had a complete endocrin- 
olowis examination before the treatment was started, and examination of the 
ne and determinations of blood pressure were repeated afterward. There were 
» changes. On account of the pigmentation of the skin and the uncertainty of 
possible renal damage the treatments were discontinued. It is possible that the 
results may be delayed and that loss of superfluous hair or some ill effects may 
till occur. The doses may have been stimulating instead of inhibitory. If so, and 
David's and Hirsch’s findings and my original hypothesis are correct, there 
should have been a greater growth of hair, which did not occur. If the doses 
were actually inhibitory it is possible that the adrenal glands may not be a factor. 
No conclusions can be drawn from this work except that roentgen rays in the 
iven apparently had no effect, either good or bad. 


, 
doses 2 


REVIEW OF THE LITERATURE 

According to Goldzieher,> “hirsutism is a definitely adrenal syn- 
drome, as in all the cases observed, so far there was either a tumor or a 
distinct hyperplasia of the adrenal contex.” He stated that the fully 


developed syndrome of hirsutism is marked by extreme obesity and 


hypertrichosis, particularly in the growth of a mustache and whiskers, 
and the psychic disorders are often present. ‘The obesity consists chiefly 
of local deposits of fat, particularly on the hips, abdomen and upper por- 
tion of the thighs. The patient may be thin elsewhere, especially if suffer- 
ing from cachexia from a malignant growth. Schmidt ° expressed the 
opinion that a cortical tumor may develop much later and may be a 
coincidence or part of a general alteration of unknown origin. Accord- 
ing to Cooper,’ “hypertrichosis is found in hypopinealism, hyperpitui- 
tarism, hypergenitalism and hyperfunction of the cortex of the supra- 
renal gland.” In the section of his paper dealing with the 
relation of the adrenal glands to disturbances of the growth of hair he 
concluded: ‘Thus, there seems to be considerable evidence that dis- 
turbed functioning of the suprarenal glands results in disturbed growth 
of hair, but of the steps by which this result is brought about almost 
nothing 1s definitely known”. Glynn * stated that the adrenal cortex is 

5. Goldzieher, M. A.: The Adrenals, New York, The Macmillan Company, 
1929, p. 436. 

6. Schmidt, quoted by Goldzieher,® p. 284. 

7. Cooper, Z. K.: The Relation of the Endocrine Glands to the Growth and 
Distribution of Hair: Review of Literature, Arch. Dermat. & Syph. 21:1007 
(June) 1930. 

8. Glynn, E. E.: The Adrenal Cortex, Its Rests and Tumors; Its Relation to 
Other Ductless Glands, and Especially to Sex, Quart. J. Med. 5:157 (Jan.) 1912. 
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much more often involved than the medulla and that relatively fey 
cases occur in boys as compared with the incidence in girls. He { ind 
only one case in which benign or malignant hypertrophy of the adrenal 
cortex was not accompanied by the appearance of male charactersitics 
and precocious growth in a female child. He also had a patient, aged 
37, the mother of ten children, who had acne, hair over the face and 
body but thin on the scalp, an enlarged thyroid, a hoarse voice, hyper- 
hidrosis, tremor, tachycardia, dyspnea and increased appetite. She had 
gained weight and had become weak, apathetic and nervous. She had 
hypertension, hyperglycemia, glycosuria and an increased basal metabolic 
rate. Operation was fatal, and autopsy revealed a hypernephroma of 
the left adrenal gland and hypoplasia of the right adrenal gland. 

Several cases of hirsutism associated with tumor of the adrenal 
glands have been reported. Schweizer and his associates * reported 
the occurrence of a suprarenal tumor associated with adiposity, hyper- 
trichosis and macrogenitosomia in a 7 year old girl. Ismail '° reported 
a case of hypertrichosis caused by a suprarenal tumor. Macera!' at 
autopsy found a malignant tumor of the right adrenal cortex with 
metastases to the liver and lungs in a 34 month old child with hirsutism 
Langeron and his associates '* reported a case of hypertrichosis caused 
by an adrenal epithelioma. 

Ellis ?* reported the presence of obesity and hirsuties of probable 
adrenal origin in a girl aged 12. Pubic and axillary hair and obesity 


appeared when she was 10, and the next year her weight was much 


increased striae appeared in the loins, and the pubic hair became of the 
male type. Menstruation had not started. Roentgenographic exami- 
nation of the sella turcica, examination of the visual fields and the 
optic disks and tests of the intracranial pressure gave normal results. 
She was admitted to the hospital because of pain in the left loin, but 
there was no frequency of urination or dysuria, and examination of 
the urine gave negative results. The pubic hair extended to the 
umbilicus, and there were many fine, dark hairs on the back of the 

9. Schweizer, F.; Senet, O., and Llambias, A.: Un caso de hirsutismo, Arch. 
argent. de pediat. 1:550 (Nov.) 1930. 

10. Ismail, K.: Syndrome d’hirsutisme déterminé par une tumeur surrenale, 
Presse méd. 38:302 (March 1) 1930. 

11. Macera, J. M.: Tumor de la cortical suprarenal (corticosuprarrenoma 
maligno) en un nino de 34 meses: Hirsutismo, Semana méd. 2:1481 (Nov. 21) 
1929, 

12. Langeron, L.; Decherf, E., and Danes: Epithélioma corticorsurrénal avec 
virilisme et hirsutisme: Localisation par le pneumopéritoine: Extirpation chirurgi- 
cale, Bull. et mém. Soc. méd. d. hop. de Paris 53:436 (April 1) 1929. 

13. Ellis, R. W. B.: Obesity and Hirsuties of ? Adrenal Origin, Proc. Roy 
Soc. Med. 25:722 (March) 1932. 
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shoulders and on the arms. The blood pressure was high and the pulse 
rate rapid. All other examinations gave negative results. An explora- 
tory operation did not disclose a tumor. After she was discharged she 
had severe renal colic on the left side and hematuria caused by a large 
stone in the lower end of the left ureter. Her weight rapidly increased 
in the next six months to 134 pounds (60.8 Kg.), but her height 
remained the same. Striae appeared vertically down the abdomen, 
around the breasts and on the shoulders and thighs. The amount of 
hair increased, and a few coarse, dark hairs appeared on the chin, upper 
lip and mipples and around the umbilicus. She was mentally alert, but 
her pulse rate was over 100 and her pupils were dilated. 

Kovacs ** reported an interesting case of hirsutism and virilism which 
he attributed to hyperactivity of the adrenal cortex following ovariec- 
tomy. He stated: “There are about twenty more or less similar cases 
known in the literature in which, following an adrenal tumor, virilismus 
occurred in a mature woman,” and commented that virilism had also been 
reported following ovarian and epiphyseal tumors. Holmes '° reported 
a case of virilism and hirsutism associated with a benign adrenal tumor. 
Removal of the tumor was followed by complete disappearance of 
abnormal hair and the return of normal secondary sexual characteristics. 
Birrell’s '® patient was a girl aged 5 years who had been fat, listless, 
hairy and dyspneic for a year. Her blood pressure was 135 systolic 
and 80 diastolic, and her pulse date was 130. The genitalia were greatly 
enlarged, and later the spleen and liver were easily palpable. 
Autopsy revealed a tumor of the left adrenal gland involving the kidney. 
Pende '* reported a case of hypertonic adiposity with large breasts and 
adrenal pseudopregnancy. 

Several workers have investigated the effect of irradiation of the 
adrenal glands and have irradiated the glands of patients with hyper- 
nephroma and hypertension. I have been able to find only a few reports 
in the literature of irradiation of the adrenal glands of patients with 
hypertrichosis, and this was done only in those cases in which hyper- 
trichosis was secondary to a hypernephroma. In spite of a good deal of 
experimental work on animals there is considerable dispute as to the 
effect of irradiation on these glands and whether the cortex or medulla 
is chiefly involved. Goldzieher stated that Harvey, Strauss, Holfelder 
and Peiper found that degenerative changes after high voltage irradia- 


14. Kovacs, F.: Beitrag zur Pathologie des Hirsutismus und Virilismus, 
Monatschr. f. Geburtsh. u. Gynak. 91:65 (May) 1932. 
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16. Birrell, J. A.: Suprarenal Virilism, Bristol Med.-Chir. J. 49:119, 1932. 
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tion of the adrenal glands are restricted to the cortex and that the rays 
stimulate secretion of epinephrine. Cottenot alone reported degen re. 
tive reactions in the medulla. Hirsch and others noted decrease in blood 
pressure caused by irradiation, but other workers have questioned this 
finding and have said that the blood pressure was increased and that 
therefore stimulation rather than inhibition of the liberation of 
epinephrine was caused by roentgen rays. According to Goldzieher. 
some investigators found that the level of blood sugar in diabetic patients 
was raised after small doses but was much decreased after high voltage 
irradiation. They attributed the latter effect to inhibition of the output 
of epinephrine and to stimulation of the pancreatic hormone and con- 
sidered it as an example of the antagonistic action of the two hormones, 
Harvey '* irradiated experimental animals and found that after 
irradiation in all the animals the red blood cells were somewhat altered. 
lying in groups between the adrenal cells. Some of these changes were 
probably due merely to congestion, but in several instances there was 
definite evidence of hemorrhage. These alterations were not found in 
the adrenal glands of animals which had not been irradiated, and the 
degree of reaction corresponded directly to the amount of irradiation, 
For these two reasons he felt that the changes were specific alterations 
due to roentgen rays. By clinical and experimental studies Cottenot ' 
found that irradiation of the adrenal glands diminishes their function, 
lowers the blood pressure and relieves symptoms of hypertension. 
Experimentally, through irradiation, he could cause destructive lesions 
or diminish function, keeping the glands intact, according to the size 
of the dose. He found that a hyperplastic gland is much more easily 
affected by roentgen rays than a normal gland. His dosage was 3 
Holzknecht units filtered with 1 mm. of aluminum of which he computed 
114 Holzknecht units reached the glands. The majority of his patients 
received about 6 units per month. They were all suffering from hyper- 
tension and none from hirsutism. Langeron and Desplats *° treated with 
irradiation of the adrenal glands a series of patients suffering from periph- 
eral vascular disease of the lower extremities. The treatment caused a 
sense of warmth in the legs in contrast to the previous feeling of cold, 
relief of pain, intermittent claudication, erythromelalgia and healing of the 
trophic ulcers of the legs but not of the upper extremities. They attrib- 
uted their results to the reestablishment by irradiation of the normal 
play of vasomotor reflexes. They considered that the effect was neither 
18. Harvey: J. Path. & Bact. 12:549, 1908. 
19. Cottenot, P. H.: Action des rayons x sur les glandes surrénales ; recherches 
cliniques et expérimentales, Thése de Paris, no. 153, 1913. 
20. Langeron, L., and Desplats, R.: Le radiothérapie de la région surrénale, 
médication vaso-motrice, Presse méd. 38:49 (Jan. 11) 1930. 
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-asodilatation nor vasoconstriction but that if the vessels were too con- 
stricted they were dilated by irradiation and if too dilated they were 
restored to a state of normal constriction. 

|esné*! reported the first case on record of hirsutism following 
mumps. His patient was a girl aged 10 who had had for the previous 
three years a rapid increase in the growth of hair and in weight but no 
increase in height. There were a diffuse deposit of fat, male distribution 
of hair and premature onset of menstruation. The child’s facies was very 
old for her age, and she was overintelligent, but her basal metabolic rate 
was low. No tumor was found. She received six biweekly treatments 
with roentgen rays of moderate penetration consisting of 300 roentgens 


per week on each adrenal region. The height, weight and blood pressure 
remained the same, but after the second treatment the hairs on the upper 
lip fell out and, at the end of the course of treatment the mustache and 


beard had in greater part disappeared ; there was much less hair over the 
rest of the body, and the child was much more active and alert. 

Bertolotti 7? reported a case of simple hyperplasia of the right adrenal 
gland in a young girl, causing virile hypertrichosis. After roentgen 
therapy the new-formed hairs fell out, but hairs in the normal areas 
were not changed. At first she was thought to have a hypernephroma, 
hut no tumor was found during the next three years. Charles ** had a 
patient aged 20 with a growth of hair over her body and face, high blood 
pressure and obesity of seven months’ duration. Her family and past 
history were irrelevant. Her face became larger and her skin deep 
purple, hard, dry and scaly. Her blood pressure was 150 systolic and 
100 diastolic, and her pulse rate was rapid. The menses had ceased. 
No tumors were palpated, but as the symptoms became progressively 
worse the left adrenal gland was removed. This weighed 5 Gm. 
(normal weight, from 3 to 4 Gm.). After operation menstruation 
started again, her color improved and the hairs became finer. One 
treatment with roentgen ray caused the hair on the face to disappear, 
but the hair on the body was still present. 

Hutton ** successfully treated patients with essential hypertension and 
diabetes by irradiation of the adrenal glands. None of his female patients 
had hypertrichosis except one girl aged 12 who for three years had had 
diabetes for which she was taking 70 units of insulin per day. Menstru- 

21. Lesné, E.; Dreyfus-Sée, G., and Dreyfus, S.: Hirsutisme consécutif aux 
oreillons, radiothérapie sur les régions surrénales, diminution de I’hypertrichose, 
Bull. Soc. de pédiat. de Paris 28:94 (March) 1930. , 

sertolotti, cited by Pende.1? 
J. R.: Suprarenal Hypertrophy (Case), Bristol Med.-Chir. J. 
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ation had not begun, but the secondary sex characteristics were preima- 
turely developed and the skin was very rough and much darker than that 
of the rest of the family. The patient’s legs and thighs were covered with 
a heavy growth of black hair which extended to the trunk. She was 
given a few roentgen treatments to the pituitary and to the adrenal 
glands, with by far the greater amount of irradiation to the adrenal 
glands. After the treatments the superfluous hair completely disap- 
peared, the skin became smooth and soft and the requirement for insulin 
dropped to 12 units per day. Menstruation started ; she had two regular 
periods and then missed one. Her mother felt that her general health 
had improved. 
CONCLUSIONS AND SUMMARY 

The association of hirsuties with an adrenal tumor and its disappear- 
ance in a few cases after irradiation or surgical removal of the tumor 
would seem to indicate that hyperfunction of the adrenal glands might 
be a cause of superfluous hair. On the assumption that benign adrenal 
hyperactivity might cause hypertrichosis without the other symptoms 
which occur with tumor of these glands, twelve patients with hyper- 
trichosis were treated with supposedly inhibitory doses of roentgen rays 
to the adrenal glands. They received from one to nine treatments, the 
average number being 3.83. Some patients were given a maximal dose 
once a month; others, small cumulative doses three times a week, and 
some, both types of treatment. Although with both procedures a few 
patients showed a slight loss of superfluous hair after the first one or 
two treatments, this did not continue, and the final result was unsatisfac- 
tory in all the patients treated with either or both methods. In spite of 
these results, I still believe that hyperactivity of the adrenal glands may 
be a factor in some cases of hypertrichosis. Failure may have been due 
to insufficient dosage or improper intervals between treatments, although 
several patients received all the radiation that was considered safe. It 
also may have been due to the fact that in these patients some other 
gland than the adrenals was at fault. I intend to continue this work 
and to investigate the relation of other glands of internal secretion to 
hypertrichosis. I believe that the ultimate satisfactory treatment of 
this distressing condition will be from the endocrine point of view, but 
as yet the knowledge of the function of these glands is so inadequate 
that a great deal of further work will be required. 





THE PRIMARY COMPLEX OF TUBERCULOSIS 
OF THE SKIN 


REVIEW OF THE LITERATURE 


HENRY E. MICHELSON, M.D. 


MINNEAPOLIS 


fhe reaction of the tissues at the site of the first implantation of 
tubercle bacilli, with the adjacent involved lymph nodes, constitutes the 
so-called primary complex of tuberculosis. It has been thoroughly 
described by Ghon,' whose name the lesion bears, and substantiated 


by many pathologists and clinicians. Although all the facts concerning 
the first implantation of tubercle bacilli in man are not known, the his- 
Ghon tubercle” 


tologic characteristics and subsequent history of the 
have furnished a splendid starting point for the life history of tubercu- 
losis in a given patient. 

The majority of first infections, to be sure, occur in childhood, but 
may occur in the adult. 

The primary complex is not limited to the lung. Inoculations of the 
intestinal, nasopharyngeal or genital mucosa, with inflammation of the 
regional glands, have been frequently observed, and more recently exam- 
ples of initial infection through the skin have been found, studied and 
verified, so that the so-called primary cutaneous complex is a well 
established entity. The disagreement on just what this constitutes is 
largely due to the lack of an accurate definition which must be strictly 
adhered to in order to avoid confusion and the inclusion of a variety 
of tuberculous lesions that, although definitely external in origin, are 
not primary complexes because the germs were not introduced in that 
particular person for the first time and therefore were not in nonallergic, 
unaltered virgin soil. It is a well known fact that reinfections and 
superinfections evoke a different kind of response on the part of pre- 
pared tissues. 

One of the early recognized forms of external primary infection 
is ritual circumcisional tuberculosis. Here there is a direct implantation 
of bacilli into a fresh open wound. Fischl * collected reports of 69 cases 

From the Division of Dermatology, University of Minnesota, Henry E. 
Michelson, director, and the Glen Lake Sanatorium, Oak Terrace, Minn. 

1. Ghon, A.: Ejiniges zum primaren Komplex bei der Tuberkulose, Beitr. z. 
path. Anat. u. allg. Path. 69:65, 1921. 

2. Fischl, Rudolf: Die exogene Tuberkulose der Haut im Kindesalter, in 
Engel, S., and von Pirquet, C.: Handbuch der Kindertuberkulose, Leipzig, 
Georg Thieme, 1930, p. 438. 





590 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of circumcisional infection and compared them with cases of primary 
implantation which occurred when the lobe of the ear was pierced Fis 
earrings. Holt * and Wolff * have thoroughly reviewed the subject and 
elucidated the known facts. 

Leiner and Basch *® dwelled on the subject of external infections jn 
general in children and brought the subject up to date. The reader js 
referred to these articles for the literature on circumcisional infections 
and those of the lobe of the ear. 

The intact integument, as far as is known, is not pervious to the 
tubercle bacillus. Koch * investigated the subject and decided that infec- 
tion takes place only through the injured skin. Since primary infections 
occur largely in young children the pediatric literature contains reports 
of many of the most carefuliy studied cases. Such an article is the 
one by Siegl,” who summarized his findings in five young patients. He 
emphasized the lack of sensitivity to tuberculin in the very young and 
contrasted the lesion of circumcisional tuberculosis with lesions of other 
forms at the portal of entry which may be small and may heal rapidly, 
leaving only the merest trace. He also brought out the fact that the 
nearest glands usually are involved first, which spoke strongly against 
the theory that the infection is borne by the blood. Siegl compared the 
size of the infected glands and pointed out that the regional adenitis 
complicating a cutaneous primary infection was more massive than a 
pulmonary lesion of a corresponding age. The number of organisms 
introduced at one time he thought might explain this. 

Goebel * had the opportunity to study thoroughly a 5 year old boy 
who was free from tuberculosis and who had a small superficial wound 
over the ankle which became infected with tubercle bacilli. The primary 
infection was not suspected of being tuberculous and healed rapidly 
and completely, but because of the course of events the lesion was excised 
and diagnosed histologically. The lesion in no way resembled lupus 
vulgaris or tuberculosis verrucosa cutis. The regional glands became 
involved in a typical manner, and the infection passed on to the next 
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adjacent gland. The entire packet of glands was removed by surgical 
dissection, and healing was complete. The Pirquet reaction was 
strongly positive three months after the initial symptoms, and the boy 
was entirely well in seven months. Goebel thought that a primary infec- 


tion in the skin called forth a more marked protective reaction than 







internal first infection. 
Duken ® has made many keen observations and contributions in the 






field of tuberculosis, among them the report of the case of an infant 






in whom a verrucous tuberculous lesion developed on the thumb infected 






externally with endogenous organisms through thumb sucking. In the 





discussion of this case, which so strikingly demonstrates that even in 






a young subject a superinfection or reinfection has characteristics dif- 





ferent from those of a primary lesion, Duken drew attention to the 






fact, known to pediatricians, that the primary lesion often recedes at 






the beginning of the metastatic process in both young and older children. 






The teaching of Jadassohn that a primary infection in a child does not 






result in lupus or verrucous tuberculosis but may cause a marked ulcera- 






tion at the site of inoculation was evidently construed by Lewandowsky 






to mean that the site of primary infection must have a particularly 






malignant character, for Duken refuted Lewandowsky’s interpretation 






and stated that in young children all the stages of resistance against 
tuberculosis develop as in older children and adults and that the infant 
is by no means helpless in the face of a tuberculous infection. In fact, 







Duken has seen, as have many others, cavernous phthisis in infants heal 
completely. He expressed the belief that in children lupus is a secondary 
or a superinfection as in his case of verrucous tuberculosis. He’ also 
observed a case of papulo-annular tuberculid in a 2% year old child 
with cavernous tuberculosis which is worthy of record, for this mild 
cutaneous manifestation was evidence of the benignity of the process 
or rather of the resistive powers of the host. In another communication 
Duken ™ brought out the important fact that extrapulmonary primary 
tuberculosis may be the origin of a persistent and refractory infection. 












In the patient under discussion the draining glands became calcified, 
but six years later the infection reawakened, which emphasized what 
Duken had ascertained from his investigations, that healing by calcifi- 
cation by no means should be accepted as a favorable outcome for 







tuberculous infection for reactivation may occur years later. 
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Bruusgaard '* made an intensive study of primary cutaneous infec- 
tions and laid the basis for the dermatologic knowledge of the subject. 
He considered the best material to be children in the first five years 
of life because only a small number of children in those years have 
been infected with tuberculosis. After the fifth or sixth year the number 
infected rises rapidly, and the greater the average age of the group 
the less the value of the study. Bruusgaard first reported seven cases 
in children varying in age from 15 months to 9 years. Later he '* added 
three other cases and further elucidated the subject, reiterating that the 
more one studies the primary infections the more one finds that fre- 
quently the patient harbors a latent or active internal focus and therefore 
has not a true primary infection. Krantz‘ in an extensive and com- 
prehensive reference brought the knowledge of the subject to date and 
thoroughly reviewed the most important literature. He gave the fol- 
lowing definition: The primary complex is the pathologic process 
developed, at the site of entrance of tubercle bacilli, in the skin or 
mucous membrane of a previously tuberculosis-free organism. The 
lesion with the adjacent inflamed lymph nodes makes up the complex, 
and the conception is clearly defined and based on the fact that the 
infection takes place in virgin soil. Krantz expressed the belief that 
the term immunity as used with reference to tuberculosis is widely 
inclusive and very indefinite and not clearly defined. It is known with 
certainty only that with accompanying infection there is a biologic change 
which brings about an altered reaction against the bacilli. Krantz’ article 


may be referred to for the complete literature. Stokes ** considered 


the entire subject of external inoculations with tubercle bacilli under 
the title of “Primary Inoculation Tuberculosis of the Skin with Metas- 
tasis to Regional Lymph Nodes.” He did not in each case prove that 
the inoculation was primary, and the descriptions included cases of what 
now might be regarded as the primary complex, lupus vulgaris due to 
inoculation and tuberculosis verrucosa cutis. Nevertheless, Stokes’ 
observations were a valuable addition to the American literature, and 
the change of nomenclature in the past decade by no means has lessened 
the worth of the contribution. The literature quoted, too, is not that 
usually found in the more recent articles. 


12. Bruusgaard, E.: Klinische Beitrage zur Pathogenese der Hauttuberkulose, 
Arch. f. Dermat. u. Syph. 152:465, 1926. 

13. Bruusgaard, E.: The So-Called Primary Complex of Tuberculosis in the 
Skin, Brit. J. Dermat. 46:113, 1934. 

14. Krantz, W.: Der tuberkulése Primarkomplex an der Haut, Zentralbl. f 
Haut- u. Geschlechtskr. 39:1, 1931. 

15. Stokes, John H.: Primary Inoculation Tuberculosis of the Skin with 
Metastasis to Regional Lymph Nodes, Am. J. M. Sc. 169:722 (May) 1925. 
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Description—The probability of a primary infection arising in the 
skin is very small. Wichmann '° critically investigated about two thou- 
sand eases of tuberculosis of the skin and found only forty that might 
possibly be so classified. The skin of children and young persons is 
much more receptive to tubercle bacilli than that of older persons, and 
the lesions and the course are usually much more severe in the young 
than in older persons. The authentic examples of primary tuberculosis 
of the skin have almost all been noted in young patients. The exact 
way in which the infection took place, to be sure, is difficult to prove. 
The first element in the pathogenesis of tuberculosis is the capacity 
of the bacillus to multiply in the physical and chemical environment of 
the tissues of the host. In most cases of primary complex an antecedent 
injury is reported, so that the organisms were lodged in tissues that were 
a favorable culture, medium, and the fact that the organisms grew 
and thrived must show that native immunity was not present or 
dependent on the host. Hence, one must be willing to admit that after 
the organisms are introduced the soil must be suitable and that the type 
of lesion developed will depend on a great many factors. 

The type of lesion at the site of entry can vary a great deal. In 
many reports it has been described as a mere circumscribed excoriation ; 
however, in almost all the patients an ulcer forms which may be insig- 
nificant or may attain a diameter of 4 or 5 cm. The ulcer stage is char- 
acteristic. The base of the ulcer is thick, granular and deep red and 
bleeds very easily. Here and there are little islands of pyogenic mem- 
branous deposit. The edges, although overriding the granular base, are 
undermined, of irregular outline and indurated. As the lesion grows 
older the edges become firmer and may have a thin, adherent crust 
which makes a crusted ring about the granular base. Sometimes the 
center of the lesion is raised above the plane of the skin, but almost 
always the level is maintained; and the center is never sunken. The 
surrounding skin may be of normal color or of a reddish-blue hue. 
Sometimes there are a few papules about the ulcer which resemble lupus 
nodules and, in fact, in some instances with the healing of the ulcer 
a definite lupus vulgaris develops in and about the site of the ulcer. 

In a few cases reported the lesion resembled an ulcerating scrofulo- 
derma beginning in the deeper parts. The other alternative is a firm 
localized infiltrate which resembles a plaque of lupus vulgaris. A lesion 
of either of these types may ulcerate and almost always does, for in 
the normal evolution all tuberculous structures come to represent a bal- 
ance struck between central necrosis and peripheral fibrosis. The initial 
lesion tends to heal, with a scar which may have a residual tuberculous 


infiltrate beneath a superficial firm scar. 


16. Wichmann, P.: Die primare exogene Infektion der Haut mit Tuberkulose 
in ihrer immunisationschen Bedeutung, Dermat. Ztschr. 53:717, 1928. 
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Regional Adenitis—One of the characteristics of the primary com- 
plex is the adenitis which usually involves the nearest draining gland 
first. The lymphatics leading to the gland may show marked inflam- 
mation. Retrograde lymphangitis and adenitis have been noted. The 
tuberculous inflammation does not always involve the entire chain of 
glands, and occasionally those in the nearest group are skipped and the 
next collection becomes the seat of the inflammation. In cases of lesions 
about the foot and ankle the inguinal glands become involved, while jn 
cases of lesions of the fingers the complication may involve the axillary 
nodes and not cause enlargement of the epitrochlear gland. 

The glands show a reaction in from three to four weeks after injury, 
although it is hard to fix the time of inoculation with certainty. Siegl’s “ 
patient had an injury to the foot, and femoral adenitis appeared in four 
weeks. Akerberg’s'* patient had submaxillary adenitis three weeks 
after extraction of a tooth. Rotnes’"’ patient, 30 years of age, had a 
tuberculous chancre on the lip (a term, by the way, which is applied to 
the lesion without the accompanying adenitis), and adenitis developed 
within a week. Bezecny *’ reported a lesion on the right cheek in a 
13 year old girl in whom the glands swelled in a few days. 

It is not necessary to report all the various cases in the literature, 
but I judge that with lesions about the face adenitis develops earlier 
than with lesions on the extremities. In some cases the primary lesion 
was entirely healed and forgotten before adenitis developed. 

Studies of the primary complex in the lung have shown that the 
accompanying adenitis varies regularly with the age of the child. The 
glands become large in children up to 2 vears of age and are of medium 
size in children in the third and fourth years, while in children over 
5 they are much smaller. The incubation period in the lungs is from 
four to ten weeks. If the primary complex heals and the glands do 
not calcify the infection can be discovered by roentgenogram in only 
25 per cent of cases. The glands in the cutaneous complex vary accord- 
ing to the anatomic location and the general character of the process. 
As a rule, enlargement is to about the size of a walnut. The consistency 
of the glands varies somewhat, but the tendency is always to come 
toward the surface, soften and perforate. Fistulous openings often 
result. In a few instances the glands become sclerotic and hard. A 
case of generalized lymphadenitis has been reported. It must here be 


17. Sieg], J.: Report of a Case of Primary Complex, Miinchen. med. Wehn- 
schr. 79:2064, 1932. 

18. Akerberg, E.: Zwei Fille von tuberkulésen Primarcomplexen der Haut 
bzw. der Gingiva, Acta dermat.-venereol. 14:132, 1933. 

19. Rotnes, P. L.: Tuberkuléser Primarcomplex auf der Haut eines Erwachs 
enen, Dermat. Wchnschr. 95:1605, 1932. 

20. Bezecny, Rudolf: Tuberkuléser Primarkomplex der Haut, Dermat. Wchn- 
schr. 96:58, 1933. 
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emphasized that lymphangitis and regional adenitis have often been 
recorded as accompanying or complicating tuberculosis verrucosa cutis, 
and that there is nothing identifyingly characteristic about the involve- 
ment of the lymph vessels or glands in cases either of the primary com- 
ylex or of the verrucous tuberculosis. In order to bring about healing 
some effective therapy has been necessary for the draining adenitis. 
Roentgen treatment prevented suppuration in my patient. Surgical dis- 
section is the common procedure noted in the reports of cases. 

llergy.—In almost every instance in which it was carried out the 
tuberculin test gave a positive result. There is no particular constancy 
about the time element, but likewise there is no consistency of dilution 
and of standards of technic in the reports. One of the earliest reports 
was of a positive Pirquet reaction present one week after an injury. 
No data were given on the morphologic changes accompanying the change 
in allergy. In order to show a primary complex the tuberculin test 
should give a negative result at the onset. Whether a primary cutaneous 
complex protects because of the allergy developed will be discussed later 
in this communication. 

Bacterial Observations——Most communications stated that bacilli 
were recovered in direct smears from the lesions or the glands or were 
found in the microscopic sections of the biopsy material. Inoculation 
of animals, when done, frequently gave positive results. 

Histologic Changes.—Dittrich *' stated that there are no histologic 
changes which are typical of external infection. The changes are those 
seen in cases of tuberculosis with the formation of tubercles with the 
varying cell attributes. The identity is not as exact as when the primary 
complex is in the lungs, nor is there such a regular tissue reaction, and 
a diagnosis cannot be made on the basis of the histologic changes alone. 

In the sections in my case there was a rather massive infiltrate in 
the cutis which extended in strands into the deep parts, and there was 
a marked lymphocytic infiltrate surrounding definite tubercles made up 
of epithelioid and giant cells. Granulation tissue had formed. Embedded 
within this tissue were sharply circumscribed, clearly defined tubercles 
as well as dense collections of polymorphonuclear leukocytes. New 
blood vessels and free red corpuscles were plentiful. The epidermis 
was destroyed, while, on the other hand, the infiltrate penetrated to the 
utmost depths of the specimen of tissue removed. The stained section 


of elastic tissue showed many vessels in different degrees of dissolution. 


In the deeper portions there was marked perivascular involvement and 
endarteritis and mesarteritis. All in all, the section was that of tuber- 
culous granulation tissue such as I have seen especially in sections of 


21. Dittrich, Otto: Zur Klinik und Pathologie der primaren Hauttuberkulose, 
Deutsche med. Wehnschr. 55:996, 1929. 
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tissue from a patient with tuberculosis colliquativa. The histologic 
change of the sectioned regional nodes was that of tuberculous lymph- 
adenitis with caseation. 
DIAGNOSIS 

The diagnosis of tuberculous chancre or of the primary cutaneous 
complex is difficult because one is not on the lookout for the condition, 
There is nothing characteristic about the lesion at the site of inoculation, 
Syphilitic chancre and ordinary pyogenic ulcerations will be the working 
diagnosis more often made on such lesions. The negative findings and 
the slow and out-of-the-ordinary course will arouse the suspicions of 
the astute observer; then the diagnosis will most likely depend on the 
results of the laboratory examination. Of these, the microscopic diag- 
nosis based on the biopsy specimen will give the first indication of the 
type of lesion that is present. When tuberculoid structure is found 
tuberculosis is the first thought, because tuberculoid structure is found in 
syphilitic chancres only in the most exceptional case. When tuberculosis 
is suspected direct smears and inoculation of animals should be carried 
out for tubercle bacilli with material not only from the lesion but also 
from the involved nodes. These procedures often will give the evidence 
needed to establish the diagnosis. It is also necessary after a diagnosis 
of tuberculosis is established to differentiate the primary complex from 
tuberculosis verrucosa cutis, lupus vulgaris and tuberculosis colliquativa. 
It must be recalled that the verrucous type of tuberculosis produced 
by inoculation may have an initial phlegmonous stage and ascending 
lymphangitis and lymphadenitis. The differentiation will depend on 
the presence of a positive reaction to tuberculin and on the morphologic 
changes. The classic verrucous lesion will have its three zones, often 
with central healing and an outer collar of blue. 

Lupus vulgaris is slow in evolving and has the so-called lupus nod- 
ules, most distinctly visible at the periphery of a plaque. [Examination 
with the diascope yields a positive result and the probe test is of great 


help. Although lupus vulgaris has its seat in the lymphatics, visible 


efferent lymphangitis does not occur, and ulceration is rare. There 1s 
marked sensitivity to tuberculin. Colliquative tuberculosis often has its 
origin in underlying infected structures or in the lymphatics themselves. 
The evolution is slow; a node forms which enlarges, softens and perfo- 
rates. Sinuses or fistulas may result. The reaction to tuberculin is of 
about the same intensity as it is in lupus vulgaris. 

Blumenthal 2? has expressed the opinion that primary cutaneous 
tuberculosis plays a small rdle in the clinical knowledge of tuberculosis 


22. Blumenthal, Franz: Allgemeine Betrachtungen iiber die Hauttuberkulose, 
Ergebn. d. ges. Med. 19:235, 1934. 
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oi the skin because of its rarity. He gave the following differential 
points between primary and subsequent infections : 


PRIMARY INOCULATION SUBSEQUENT INOCULATION 
At the point of entry, a papule, 1. Shorter period of incubation 
later an ulcer 
Lymphangitis and regional adenitis 2. Severe local inflammatory reaction 
Sensitivity to tuberculin lacking 3. Positive reaction to tuberculin 
at first; at complete development tests from the beginning 


reaction is positive 


lhe following report of a case well illustrates the points made under 


subsequent or secondary inoculations. Dr. Duncan and Dr. Hutchinson 





Fig. 1 (case 1).—The inoculation lesion in a patient whose previous reaction 
to the Mantoux test was positive. Tests of the presence of bacilli by the inocula- 
tion of guinea-pigs gave positive results. (Courtesy of the staff of Glen Lake 


Sanatorium. ) 


of the Glen Lake Sanatorium permitted me to see this patient and 
provided the history and the illustrations. 


Case 1—A middle-aged woman, a nurse at the sanatorium, had a positive 
Mantoux reaction in 1931, but roentgenograms of the chest gave negative results. 
She ran a splinter of glass from a drinking glass used by a patient into the 
distal portion of her right index finger on May 14, 1934. Within a week drainage 
of pus began. The lesion became indurated, and an indolent ulcer resulted which 
under treatment with heat healed over by December, a period of seven months. 
Roentgenograms showed no evidence of involvement of bone. Washings from the 
lesion were injected into a guinea-pig in June, and tuberculosis was revealed at 
autopsy. A biopsy was not made. There was no regional adenitis. The patient’s 
general health was excellent, and roentgenograms of the chest again showed no 
evidence of tuberculosis. This type of ulcer is difficult to diagnose morphologically, 
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but I believe that if the diagnosis had not been so promptly made and a success{y| 
treatment instituted the lesion would have passed through the phlegmonous sta; 
and evolved into the verrucous form of cutaneous tuberculosis. 


It is a good example of external inoculation in a subject who has 
a degree of allergy present, as shown by the positive reaction to the 
Mantoux test preceding the injury of the finger. The criteria as given 
by Blumenthal were all present, i.e., a short period of incubation oj 
seven days, a marked inflammatory reaction and a positive reaction to 
tuberculin before inoculation. 

COURSE 

Two courses are noted in cases of this type of inoculation. In the 
first the lesion progresses to a certain point and then begins to heal. 
In the other, the lesion continues to progress either as enlargement and 
deeper penetration of the original lesion or by a change of character 
to resemble lupus vulgaris or colliquative tuberculosis. The regional 
adenitis seems to progress independently of the original lesion but does 
not heal spontaneously. Of course, treatment is almost always insti- 
tuted, so the natural course of events is interfered with. As has been 
mentioned before, lupus vulgaris nodules have been seen in and about 
the scar of healed primary lesions. 

Fever continuing through the first few weeks after the lesion appears 
is observed rather commonly. 


TREATMENT AND PROGNOSIS 

It must be emphasized that the treatment of all forms of tuberculosis 
is a matter of placing the patient on one of the well known regimens 
that are accepted today. Locally the heat lamp, irradiation with ultra- 
violet rays and the carbon arc lamp all are of value. The regional 
adenitis may be treated with roentgen rays or by surgical dissection. 
The use of chemicals, such as arsenic, may be of value but is of sec- 
ondary importance. Excision of the primary lesion is not necessary and 
may even not be advisable because of the danger of extension. A few 
cases of internal involvement from external inoculation have been 
reported. This emphasizes the need for enfercing a physiologic regimen 
until the healing is complete. In the majority of cases of so-called 
primary cutaneous complex healing occurred, although much time was 
necessary to bring this about. 

The more recent views of the primary complex in the lung have 
raised the question of the effect of initial tuberculosis on subsequent 
tuberculous lesions. Myers and Harrington,”* in investigating the sub- 


23. Myers, J. A., and Harrington, F. E.: The Effect of Initial Tuberculous 
Infection on Subsequent Tuberculous Lesions, J. A. M. A. 103:1530 (Nov. 17) 


1934. 
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sequent health of children whose examination suggested primary infec- 
tion of the lungs, decided that the allergy produced sensitized the subject 
<0 that reinfection was of a much more serious nature. They stated that 
it has been shown that once tubercle bacilli are taken into the body and 
become encapsulated they remain alive and virulent over long periods 


of time. Evidence has led to the suggestion that nature may defeat her 


purpose in that she first encapsulates with fibrous tissue and sometimes 


with calcium and even true bone but later resorbs these materials and 
thus sets free the formerly imprisoned bacilli. Thus, apparently little 
or no control is possible over the bacilli once they are allowed to develop 
in the human body. These authors also considered the allergy estab- 
lished to be a liability. 











Fig. 2 (case 2).—A primary ulcer produced by inoculation at the ankle. There 


was marked inguinal tuberculous adenitis, and tests for bacilli were positive. There 
was no evidence of an internal focus of infection. Reaction to tuberculin was 


negative at first and later, positive. 


Certainly this view should receive due consideration. I have found 
no evidence in a careful review of the literature on the primary com- 
plex to uphold their contention, but, on the other hand, I have found 
nothing to prove that the presence or history of a primary cutaneous 
complex protects the subject from subsequent tuberculous infection. 
Cutaneous tuberculosis as a whole more or less supports the contention 
that the sensitization of the organism favors the spread and continuation 
of the infection. This seems to be particularly true in cases of lupus 


vulgaris and the tuberculids. 
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REPORT OF A _ CASE 


CasE 2.—The patient, an American-born youth of 18, was admitted to th: 
Minnesota General Hospital. He was well nourished, of average weight and 
size. Repeated roentgen examinations of the chest gave negative results. On 
the patient’s admission to the hospital the reaction to tuberculin was faintly posi- 
tive, changing to strongly positive, according to the Mantoux test with a dilution 
of 1: 1,000. 

The patient wore ill-fitting shoes. In November 1933 he felt slight discomfort 
in the right ankle, which increased until January 1934 when the ankle became 


swollen. Roentgen examination revealed no abnormality then, and the inoculation 














Fig. 3 (case 2).—A section from the ulcer showing granulation tissue with 


many tubercles. 


of animals with aspirated material gave negative results. In February pus 
formed and in March the patient’s physician made an incision from which cheesy 


material was expelled. The opening did not heal, but enlarged to form an ulcer 
which looked like an ordinary pyogenic ulcer. It became irregularly oval and 
about 4 cm. in diameter. The inguinal nodes became enlarged. There was no 


history of tuberculosis or of contact with tuberculous persons. 

Histologic examination revealed tubercles embedded in the granulation tissue. 
In the gland were tubercles with caseation. Inoculation of animals gave positive 
results, with tubercle bacilli identified. Roentgen examination of the ankle did not 
reveal involvement of the bony structures. 
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he diagnosis was primary cutaneous complex in the region of the ankle. 
Treatment was commenced with ultraviolet irradiation and with roentgen treat- 
ment to the glands. The ankle was kept at rest in a cast; the patient was on 


4 regimen for tuberculous patients in the hospital. The swelling of the glands 
receded, and the ulcer healed gradually with several foci in the vicinity lighting 
up and then receding. After nine months healing was almost complete. The 
patient's general condition was excellent. There was a marked gain in weight. 


COMMENT 

It is doubtful if the formation of a tubercle is ever accomplished 
without an allergic influence, because allergy develops as early as the 
second or third week after infection, which is well within the limits 
of the period of incubation. Then, too, the moment that the tubercle 
bacilli begin to grow and multiply a symbiotic relationship between the 


pathogenic germs and the organism is set up which results in a 


state of allergy which is by no means fixed and is not the cause of 
the lesion but the result of the diverse reactions taking place in the 
human body. Allergy changes in degree. It may become more intense 
or diminish and even disappear. Circumcisional tuberculosis furnishes 
the best example of primary external inoculation. Nevertheless, certain 
other lesions may also be looked on as caused by primary cutaneous 
implantations. 

It is necessary to adhere strictly to the definition of a primary tuber- 
culous complex of the skin in making such a diagnosis. It is obviously 
difficult at times to decide with certainty that the lesion under consider- 
ation is one of primary infection. The age of the patient and the clinical 
characteristics of the lesions are often a great help, and if an injection 
of tuberculin is given early and the reaction is negative valuable evi- 
dence, of course, is discovered. The most careful examination at times 
will not reveal an internal focus of tuberculosis. In a sensitized subject 
external positive inoculation results in a lesion which may be tubercu- 
losis verrucosa cutis, lupus vulgaris or tuberculosis colliquativa. In 
virgin soil the lesion will vary greatly in size but is usually some type 
of ulcer. If small and resembling a syphilitic initial lesion it is called 
a tuberculous chancre, and if the adjacent lymph nodes become inflamed 
the lesion and the accompanying glands make up the primary cutaneous 
complex of tuberculosis. This type of cutaneous tuberculosis has a place 
in any classification of tuberculosis of the skin but instances of it con- 
stitute a very small perceritage of the total number of cases in any 
assembled material. The skin is one of the rare portals of entry for 
the tubercle bacillus into the human body ; however, the lesion resulting 
irom the reaction of the tissues which are not influenced by specific 
substances constitutes a rather striking but not a pathognomonic entity. 





ENLARGEMENT OF ONE STERNOCLAVICULAR ARTIC. 
ULATION AS A VALUABLE CLINICAL SIGN OF 
LATE PRENATAL (CONGENITAL) SYPHILIS 


MAURICE DORNE, M.D. 
AND 
SAMUEL J. ZAKON, M.D. 


CHICAGO 


In 1930 Higoumenakis ' described as a new sign of late prenatal 
syphilis the enlargement and anteroposterior thickening of the sternal 
end of the clavicle. This enlargement is usually unilateral and _ jis 
present on the right side, except in left-handed persons, in whom it 
occurs on the left side. The sign is revealed by inspection and palpa- 
tion and frequently by roentgenograms—in the latter as an exostosis 
of the sternal end of the clavicle. Higoumenakis explained the develop- 
ment of the exostosis on the basis of three factors, namely, anatomic, 
biologic and mechanical. It is known that the sternal end of the clavicle 
first consists of connective tissue which is early transformed into 
osseous tissue. Spirochaeta pallida, which is carried in the blood stream 
of the fetus, becomes as readily localized in the connective tissues as in 
the lymphatic spaces and in other organs of the fetus. The organisms 
may remain in the connective tissues and in the bones without showing 
any manifestations during childhood. Later in life, when the arms are 
called on to do heavy work, the frequent movements of the arms and 
the constant friction of the clavicle against the sternum set up irrita- 
tion; the spirochetes are reactivated and through their toxins produce 
chronic periostitis which results in hyperostosis. The enlargement of 
the sternal end of the clavicle reaches a permanent stage about the age 
of puberty and hence becomes a valuable permanent stigma of prenatal 
syphilis. 

In the examination of a large number of patients by Higoumenakis 
he never found this sign present in a person with any other disease, in a 
normal person or in a person with acquired syphilis. In his original 
report of 23 cases he found that.7 of the patients presenting this stigma 
had other signs of the disease, together with a strongly positive Wasser- 
mann reaction. In the remaining 16 patients the Wassermann reaction 


From the Department of Dermatology and Syphilology, Northwestern Uni- 
versity Medical School. 

1. Higoumenakis, G. K.: Neues Stigma der kongenitalen Lues: Die Ver- 
grosserung des sternalen Endes des rechten Schltisselbeins, seine Beschreibung, 
Deutung und Atiologie, Deutsche Ztschr. f. Nervenh. 114:288, 1930. 
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was negative, but other stigmas in addition to the enlargement of the 
clavicle were present. In the latter group the importance of the family 
histor’, especially as related to the parents, the number of stillbirths 
and miscarriages and the causes of death of the parents, was stressed. 





a 








[hickened right sternoclavicular articulation in a patient with late prenatal 


syphilis. 


Series of Cases Demonstrating the Enlargement of the Right Sternoclavicular 
Articulation and the Comparative Frequency of Other Stigmas * 


Serologic Reac- Sterno- 
tions of Blood cla- 
am nie -—~ Inter- Eighth vieular 
Was- stitial Hutch- Nerve Mul- En- Other 
\ge, ser- Kera- inson’s Deaf- Saddle Rhaga- berry large- Diagnostic 
Name Years Sex mann Kahn _ titis ‘Teeth ness Nose des Molar ment Aids 


F n he _ — : - . Right Mother has 
latent syph- 
ilis 

M ' } -- + Right 

F - + - Right 

M } } . - : Right Both parents 
have syph- 
ilis; father 
has demen- 
tia 
paralytica 

Right 

Right 

Right 

Right 

Right 

Right 

Right Serologic re- 
actions of 
mother + 

Right Serologic re- 
actions of 
mother +; 
father has 
dementia 
paralytica 


‘Data on these cases were obtained from the eclinies of the Northwestern University 
Medical School, the Chicago Maternity Center and the Mount Sinai Hospital. 


Furthermore, he found that this sign occurs more frequently than any 
of the other recognized stigmas, and in a series of 197 cases of pre- 
natal syphilis he found thickening of the sternal end of the right 
clavicle in 157 and of that of the left in 13, making a total of 170 cases. 
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The next most frequent sign was the presence of rhagades, which 
occurred in 132 of the patients. 

On the basis of these observations, Higoumenakis expressed the 
opinion that this stigma is a true permanent clinical sign of late pre- 
natal syphilis. 

In the accompanying table we present the findings in a group of 12 
patients demonstrating this sign. These patients are all persons with 
recognized prenatal syphilis whom we have had under observation and 
treatment for varying periods and who also present other signs of pre- 
natal syphilis. 

COMMENT 


Attention is called to the proposal of a new developmental abnor- 


mality for consideration as a stigma of late prenatal syphilis. 

A survey of the English literature failed to reveal any articles 
relative to this sign, although a few abstracts and a note by Stokes * 
in his textbook were found. In the foreign literature an article by 
Higoumenakis, who originally described the sign, and one by Plishkin 


appear. 
CONCLUSIONS 

A series of 12 cases of verified prenatal syphilis is presented. In each 
case the enlargement of the sternal end of the clavicle was demonstrated, 
thus corroborating the findings of Higoumenakis. 

104 South Michigan Avenue. 

185 North Wabash Avenue. 

2. Stokes, John H.: Modern Clinical Syphilology, Philadelphia, W. 
Saunders Company, 1934, p. 1255 and p. 903, fig. 678. 


3. Plishkin, D. H.: Thickening of Dextrosternal Part of Clavicle as Symp- 
tom of Congenital Syphilis, Sovet. vestnik venerol. i dermat. 1:16, 1935. 





IFFERENTIATION OF SHARPLY OUTLINED 
ECZEMATOID PATCHES 


ERNEST DWIGHT CHIPMAN, M.D. 


SAN FRANCISCO 


The classic patch of eczema is vague in outline. There are, however, 
numerous eczematoid eruptions which are sharply defined and often 
dificult to classify. 

Some of these patches are sharply outlined from the onset; others, 
originally of indistinct limitation, become cleancut. For the constancy 
or the variability of form a plausible explanation may be found in some 
cases; in others one can only surmise. For example, an indistinct patch 
of eczema becomes transformed into a marginate plaque; it is certain 
that in some of these cases there has been either a bacterial or a fungous 
invasion. Conversely, a definitely microbic lesion becomes indistinct in 
outline; here the French nomenclature is helpful—the lesion may be 
said to be eczematized. Again to a zone of infection may be added 
an eczematous element which may be characterized by sharp borders; 
to this condition the term infectious eczematoid dermatitis is applied. 

These are changes which one may, with a fair degree of certainty, 
ascribe to influences acting from the outside. When, however, the 
dermatologist is confronted with eczematous lesions of sharp definition 
from the onset he is at a loss to explain the mechanism involved. He 
wonders if he is dealing with eczema in the strict sense. 

It is far from my aim in this paper to indicate how the clinical dif- 
ferentiation of sharply defined eczematoid eruptions can be made. The 
purpose rather is to discuss the difficulties that beset one in the differen- 
tiation because of the confused terminology, the differences of inter- 
pretation, etc. In addition, it is hoped to arrange the available data into 
such a form that certain differences of nomenclature may be reconciled 
and the nosologic position of certain reactions better defined. 

The following groups of eczematoid eruptions merit consideration : 
(1) dermatophytoses, (2) dermatophytids, (3) a recurrent eczematoid 


condition described by Pollitzer, (4) so-called neurotic eczema, (5) 


nummular eczema, (6) the early manifestations of granuloma fungoides, 
(7) certain abortive forms of dermatitis herpetiformis, (8) dermatitis 
repens, (9) seborrheic dermatitis and (10) what may be termed com- 
posite reactions. The clinical pictures of some of these conditions may 
overlap, and, as will be considered later, some terms may be different 
names for the same condition. 

Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
\ssociation, Inc., New York, June 7, 1934. 
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DERM ATOPHYTOSES 

It is not necessary to dwell at length on the eczematoid lesions 
the hands and feet due to direct invasion by fungi. In certain for 
clearly defined vesicular patches are in evidence. The clinical diagn: 
is suggested by the sharp outline and the marginal activity and is co; 
firmed by microscopic examination or by cultural methods. 

That many eruptions formerly considered as eczema are due to t 
thrush fungus has been emphasized by numerous authors in rece 
years. Shelmire! described six types of this infection. Among the 
the form occurring in nursing infants seems particularly to need differ- 
entiation from eczema. The favorite site of this type of eruption is the 
circumanal region; it extends thence to the thighs, the genitals, the 
abdomen and the buttocks. The trunk, neck and extremities may also 
be involved. 

Another type is the interdigital erosion. In each instance the sharp 
outline is suggestive of mycotic infection. The heaped-up, whitish 
epithelial border and the presence of groups of small satellite lesions 
outside the definite borders are suggestive clinical items. The diagnosis 


may be confirmed in the laboratory. 


DERMATOPHYTIDS 

A review of the dermatophytids in general is not within the scope 
of this paper, except so far as they are represented by sharply defined 
eczematoid patches. This definition at once eliminates the acute transi- 
tory forms. 

Two other main forms are generally recognized, namely, (1) the 
dyshidrotic eczematoid type and (2) the squamous type. Apparently 
both of the types, as well as gradations between them, are included by 
Williams * in what he describes as ‘a very large group . . . in 
which there has been tinea pedis for many years, sometimes active and 
The 
hands of these patients are subject to the same eruptions that occur on 
other people. . . . These cases are essentially chronic, subject to 
They are also perplexing and I know of 


sometimes so inconspicuous as to be overlooked by the patient. 


exacerbations and remissions. 
no way of making a positive diagnosis.” 

The present problem, then, is the differentiation of the circumscribed 
eczematoid patches which are and those which are not consecutive to 


and resultant from a primary mycotic focus. There are three approaches 
to a possible solution: (1) the laboratory, with microscopic and cultural 


1. Shelmire, B.: Thrush Infections of the Skin, Arch. Dermat. & Syph. 
12:789 (Dec.) 1925. 

2. Williams, C. M.: Trichophytid of the Hands, Arch. Dermat. & Syph. 27: 
973 (June) 1933. 
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(2) the biologic, with the use of the trichophytin test, and (3) 
inical, with a study of the objective signs and behavior. 
ie diagnosis of dermatophytid cannot be made on clinical grounds 
nor can it be made positively with the trichophytin test. In the 
nt state of knowledge it seems that the most one can expect is to 
e after a systematic search through a wide range of possibilities 
the true cause of a certain eruption may be. The workers who 
viven the question most study agree that the diagnosis of dermato- 
tid is too frequently made. Patches of seborrheic dermatitis, par- 
‘larly those occurring in circumscribed plaques in the axillae and in 
nguinal regions, are treated actively by the methods used for 








tnt 








—Recurrent eczematoid eruption described by Pollitzer (from Pol- 


dermatomycoses or dermatophytids with unfortunate results so frequently 


that it seems one’s duty to sound a warning against the offhand inference 
of a relationship between lesions of the foot and all concomitant 
reactions. 

This brings one to the consideration of a clinical picture presented 
by Pollitzer® in 1912 in a paper entitled “A Recurrent Eczematoid 
\ffection of the Hands” (fig. 1). In this condition the lesions were 
described as follows: 

occurring in the form of round, sharply defined groups of aggregated 
vesicles on the dorsal surface of the hands, less frequently on the fingers and rarely 


3. Pollitzer, S.: A Recurrent Eczematoid Affection of the Hands, J. Cutan. 
30:716 (Dec.) 1912. 





608 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


on the sides or extensor surface of the lower half of the forearm. As a rule 
upper extremities are affected, but there is no strict symmetry. The patches 
in diameter from one to three or rarely four cm. and most of them are ty 
three cm. in diameter. . . The vesicles cover the affected area unifor 
they are a little larger than the vesicles of eczema; and when protected 
injury they persist unbroken for a long time, until their contents are absorbe 
evaporated, so that weeping or oozing of serum does not necessarily occur, 
lesions give rise to moderately severe paroxysmal itching. 


NEUROTIC ECZEMA 

No survey of sharply defined eczematoid patches is complete without 
reference to neurotic eczema. This term has been loosely used and is 
not employed today as frequently as it once was. It must be considered 
whether the term neurotic eczema signifies a type of eczema in which 
nervous instability in general or a definite pathologic condition of the 
nerves in particular is the decisive etiologic factor. In addition, it must 
be ascertained whether there are specific appearances by virtue of which 
it may be stated that the lesions are the result of a participation on the 
part of the nervous system. 

Concerning these questions widely divergent views are held. At the 
International Dermatological Congress in Copenhagen Milian * declared 
that all eczemas have their origin in the nervous system. Brocq ® used 
the term neurotic eczema because it allowed a schematic grouping of 
the lesions of a common type. He said that the term was incorrect 
because it did not imply a change in the nerves, but simply meant that 
in some eczemas the nervous system plays a certain part in the patho- 
genesis and that sometimes this role is the dominant one. In his 
“Traité,” © however, he stated: ‘One can establish in a precise manner 
the existence of a true eczema limited to the territory of the cutaneous 
distribution of certain affected nerves. The diagnosis is established at 
once by the localization. The ordinary appearance is that of an oozing, 
vesicular eczema with average-sized vesicles. This is in reality the only 
form which is entitled to be called neurotic eczema.” 

In a discussion of eczema in which there is evidence of the influence 
of the nerves, Brocq? described a distinct group of circumscribed erup- 
tions in which it seems that reflex phenomena play an appreciable part. 


The lesions are situated especially on the dorsal surfaces of the hands 


4. Milian, G., in discussion on Eczema, Proc. Internat. Cong. Dermat. & 
Syph., 1930, p. 169. 

5. Brocq, L., quoted by Besnier, E., in Besnier, E.; Brocq, L., and Jacquet, e. 
La pratique dermatologique, Paris, Masson & Cie, 1900, vol. 2, p. 91. 

6. Brocq, L.: Traité élémentaire de dermatologie pratique, Paris, Gaston Doin 
& Cie, 1907, vol. 2, p. 94. 

7. Brocq, L., quoted by Besnier, E., in Besnier, E.; Brocq, L., and Jacquet, 

La pratique dermatologique, Paris, Masson & Cie, 1900, vol. 2, p. 91. 
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gers. They nearly always assume the form of nummular plaques. 
egree of itching is variable—sometimes it is marked, and some- 
there is practically none. As objective characteristics, aside from 
irp outline, vesiculation on a red, more or less infiltrated base is 
ioted. Sometimes the eruption is nearly dry. Its course is essen- 
chronic; it is rebellious to local treatment and is nearly always 
A comparison of this group with that described by 


etrical. 
essentially the same 


er shows that the two writers were describing 
Apparently this description contained in 
circumscribed form is identical with that 


tion, a study of neurotic 
a ot of nummular 


a of nervous origin. 





4 
J 


& 


of 
‘Oe iy 
ye Pie “ 


4 
&: 


2 


7 








Fig. 2—Nummular eczema (from Pollitzer *). 


NUMMULAR ECZEMA 


Nummular eczema was first described by Devergie (fig. 2). 


Its charac- 


| sre ICC | 


classified it as one of the four chief varieties of the disease. 
teristic picture is that of a circular or oval patch which attains full 
development at once. It is circumscribed by a well defined linear border, 
inside of which the surface is studied with vesicles and sometimes with 
scales and crusts and outside of which the skin appears normal. The 
favorite sites are the extremities, particularly the dorsal surfaces of the 
hands and fingers. Ordinarily the lesion retains a similar appearance 
throughout the entire extent of the plaque. In certain cases, however, 
the center fades, with disappearance of all, or of nearly all, of the 
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vesicles, while the borders become actively inflamed and vesicular. e 
resemblance of this form to ringworm is striking (fig. 3). 

Aside from these varieties, which may be regarded as prima 
there occur certain consecutive forms, for example, that representing 
the transition of an amorphous patch into a well defined plaque or the 
type due to the eczematization of a preexisting, sharply marginated 


lesion. These forms are to be mentioned presently under the heading 
“Composite Reactions.” 

Under the heading “Palmar and Plantar Eczema,’ Ormsby * stated: 
“Circumscribed patches of eczema, with fairly well defined outline, 








Fig. 3.—Trichophytoid form of nummular eczema (from Brocq). 











reddish in color beneath crust and scale, subacute in course, and accom- 





panied by paroxysmal itching, are of common occurrence on the dorsum 
and also on the palm and soles. . . . Upon the back of the hand 
these circumscribed patches are prone to pursue an indolent course, 
improving temporarily under appropriate treatment and becoming 
aggravated by every exposure to the causes by which they were first 
induced.”” As an illustration there is an excellent photograph from the 
collection of Howard Fox. The lesion is called “orbicular eczema.’ This 
photograph is presented here for comparison with those of other lesions 
which resemble this lesion if they are not identical with it (fig. 4). 


8. Ormsby, O. S.: Diseases of the Skin, Philadelphia, Lea & Febiger, 1915, 


p. 253. 
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careful consideration of nummular eczema, the form described 
rocq as due to the reflex action of the nerves, the eczematoid form 
ibed by Pollitzer and the type described by Ormsby and illustrated 
the photograph captioned “orbicular eczema,” indicates that all 
forms belong in the same category. It seems that the differences 


escription vary so little that they may be accounted for by the 


idual reactions of the writers. The actual differences in the charac- 
f the lesions are so trifling that they may easily be explained by the 
idiosyncrasies of the patients. In the interest of a simplified terminology 
it is suggested that all the forms should be considered under one name, 


whether nummular, orbicular, circumscribed or discoid eczema. 











es sce =. eee 





Fig. 4—Orbicular eczema (from Ormsby; * photograph from the collection of 


Dr. Howard Fox). 


GRANULOMA FUNGOIDES 

\ perennial subject of debate at clinical gatherings is the question 
of an eruption resembling eczema, parapsoriasis or an eczematized 
parapsoriasis which is in reality an early manifestation of granuloma 
fungoides. In this connection Wise and Sulzberger * have recently 
emphasized the variable degree of infiltration that takes place in an 
individual plaque as significant of this disease. 

9. Wise, F., and Sulzberger, M. B.: Dermatology and Syphilology, Practical 


Medicine Series, Chicago, Year Book Publishers, Inc., 1933, p. 207. 
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DERMATITIS HERPETIFORMIS 
Concerning dermatitis herpetiformis it is well to recall the abortive 
mild forms which sometimes occur. Pollitzer considered this pos- 
jility in the differential diagnosis of the eczematoid entity which he 
scribed, and Macleod '° stated that neuritic eczema may be confounded 
ith dermatitis herpetiformis, the chief distinction being that eczematous 
atches have a greater tendency to weep. 


DERMATITIS REPENS AND INFECTIOUS ECZEMATOID DERMATITIS 
Reference must be made to dermatitis repens and infectious eczem- 
atoid dermatitis, which may be mistaken for one another. Each form 





Fig. 5.—Eczematized herald patch of pityriasis rosea. 


may exhibit sharp margination, but dermatitis repens is more inclined 
to occur as a single patch, shows more undermining and is more rebel- 
lious to treatment. 
SEBORRHEIC DERMATITIS 
Seborrheic dermatitis presents a definite outline, and unless it is 
secondarily complicated the typically oily terrain and the localization are 
usually sufficient for a diagnosis. 


COMPOSITE REACTIONS 


The greatest difficulty in differentiation of these eczematoid patches 


lies possibly in what may be called composite reactions or the concomi- 


10. Macleod, J. M. H.: Diseases of the Skin, New York, Paul B. Hoeber, 
Inc., 1921, p. 893. 
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tance of two reactions. Sometimes one reaction is superimposed on 
another. The ease with which a neurodermite becomes eczematized is 
well known. The process of eczematization may involve other preexist- 
ing dermatoses of sharp outline, such as parapsoriasis and certain 
syphilids, tuberculids and dermatophytids. Peck ™ suggested that epi- 
dermophytids of the hands often become eczematized either through 
therapeutic measures or, as is more probable, through additional infec- 
tion with yeasts or bacteria. 

In dealing with these complexes one will do well to remember that 
almost any lesion may become eczematized and that many reactions may 
become nummularized. 

REPORT OF A CASE 

The general theme of this study is illustrated by the following case 
history. 

Mrs. D., aged 54, had a history of healed pulmonary tuberculosis; recently 
she had been under general medical treatment for a disturbance of the endocrine 
system and had taken iodine and ovarian extract. She presented an obvious 
nervous imbalance, as evidenced by the appearance of fugacious patches of 
erythema while she was being questioned. Five weeks prior to examination she 
had all the lower teeth removed. No history of a previous disease of the skin 
was obtained. 

At the time of examination she complained of a single lesion of nine weeks’ 
duration on the right side of the neck and of a secondary eruption of three weeks’ 
duration on the torso and the upper parts of the thighs. The primary lesion was 
a sharply defined plaque, somewhat larger than a silver dollar, with a slightly 
raised border and a center presenting closely aggregated minute vesicles. The 
consecutive eruption consisted of medallion-like lesions with a fawn-colored 
center and a reddish outer zone. No local applications had been made. Itching 
of both the neck and the trunk was severe; the patient was positive that itching 
had preceded the eruption of the primary plaque. 

That the case was one of pityriasis rosea there was no doubt. That 
the single lesion on the neck was an eczematized herald patch seemed 
probable. The interesting question is what the diagnosis might have 
been had the original lesion been seen five weeks after its appearance 


and before the onset of the typical lesions of the trunk. 


Greenhouse and Cornell’? recently recorded a case with several 
marked resemblances to the one reported here: The herald patch in 
my case presented a small filiform wart in the center, of which no note 
had been taken in the history of the case. In both cases the interval 
between the outbreak of the primary and that of the consecutive erup- 
tion was unusually long, and the concentric arrangement was definite. 


11. Peck, S. M.: Personal communication. 
12. Greenhouse, C., and Cornell, Van Alystine H.: Pityriasis Rosea, Arch. 
Dermat. & Syph. 28:823 (Dec.) 1933. 
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ABSTRACT OF DISCUSSION 

Dr. CHARLES M. WitiiAmMs, New York: I am much interested in this demon- 
tration of lesions of the hands. The diffuse type I consider as eczema in the 
ense of dermatitis of external origin. There is a type of nummular eczema, 
harply outlined and with rather an acute course, which is probably due not to 
external irritation but rather to infection. The organism in these cases does not 
belong to the ringworm group. 

Dr. SIGMUND PoLLitzeErR, New York: It is twenty-two years since I published 
a report of a small series of cases of a recurrent eczematoid eruption. The charac- 
teristic eruption I described breaks out with slight erythema and a stinging sensa- 
tion and immediately becomes covered with rather deep vesicles; the lesion does 
not increase in size, is definitely round or elliptic, remains for a week or two and 
then dries up, scales and fades away. Perhaps after a few months or a year, a 


similar eruption occurs, sometimes in the same area though more often in other 
locations and always on the forearms and the hands. These peculiarities are strik- 
ing. I know of no other condition in which they exist. The manner in which 


the lesion develops and progresses eliminates, in my opinion, the possibility of a 
local infection. A few years after my paper was published the concept of the 
trichophytids was developed and used for some time; I struggled with the idea 
that I had described a form of this fungous reaction, but, for reasons on which I 
need not dwell, I rejected the idea. I am glad that Dr. Chipman has recalled my 
original paper from oblivion. 

I think that the subject is worthy of investigation. The eruption is sui generis. 
What causes it I do not know. 

Dr. Ernest D. CutrpMan, San Francisco: It is interesting to consider what 
gives the lesions their sharp outline. Dr. Pollitzer has well emphasized that the 
lesions are practically complete at the outset. As has been seen, Brocq attributed 
the development of the patches in some cases to reflex action; he also remarked 
that the coin-shaped plaques possibly occur in zones of diminished resistance in 
a manner comparable to the development of a fixed eruption due to a drug. Many 
years ago in Vienna Ehrmann stressed the fact that these circumscribed lesions 
point to an internal cause and mentioned chronic appendicitis in particular as a 
possible etiologic factor. This observation was made before the doctrine of focal 
infection was conceived, and although I do not recall that an explanation of the 
mechanism was mentioned, it seems probable that Ehrmann considered reflex 


action the determining factor. 





MEADOW GRASS DERMATITIS 


(DERMATITIS BULLOSA STRIATA PRATENSIS) 


EDWARD F. CORSON, M.D. 


PHILADELPHIA 


In the summer of 1933 a patient presented himself at the dispensary 
for diseases of the skin of the Chestnut Hill Hospital with a strikingly 
bizarre dermatitis of the usually clothed portions of the body. He gave 
as his version of the etiology contact of his naked body with grass which 
had been sprayed by a weed killer. So unusual was the appearance of 
his eruption that I had him photographed the next day. Unfortunately 
the four exposures were made on an especially delicate emulsion which 
was spoiled by too warm a developing fluid, so a visual record of the 
case at that time was destroyed. Several physicians, however, observed 
him and noted the exact appearance. 

The circumstances attending the production of the dermatitis seemed 
at first to bear out the patient’s opinion as to the cause of his trouble. 
On a very hot day in late July, together with another man, he had bathed 
and taken a sun-bath on the grass alongside a creek emptying into the 
Schuylkill river above Conshohocken. At this point the stream is rather 
closely approached by railway tracks, and the two had exposed their 
bodies on the grassy strip near the latter. The men had never done this 
before but on a sudden impulse decided it was a healthy thing to do. 
They sprawled out, nude, for over an hour, turning and exposing all 
parts to the sun and, incidentally, to the grass beneath. During the 


latter part of the following night my patient was restless and _ itchy 


and in the morning found that his skin was blotchy and inflamed on 
the trunk, arms, thighs and genitalia. He decided that the condition 
was different from sunburn and, searching in his mind for a cause, 
remembered that the railroad company kept down weeds on its land 
adjoining the track by means of a weed killer sprayed from tank cars. 
As the sun-bath took place on railroad-owned land it seemed to him 
most probable that some chemical on the grass was responsible for his 
cutaneous irritation. He consulted Dr. F. X. McCarthy of Consho- 
hocken, who prescribed a lotion, but as he did not obtain relief from 
the itching he came to the hospital a week later. 

On examining the eruption one was immediately struck by its resem- 
blance to a regular narrow leaf pattern such as one sometimes sees 
in the design of draperies or wall paper ; there were lanceolate markings 
in an arrangement which, while variegated, was still somewhat uniform in 
that the points of the figures were trending more or less in the same 
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lirection. The back was most clearly marked by the lesions, but the 
external surfaces of the arms and thighs and, to a lesser extent, the 
front of the trunk bore the same imprints. The eruption consisted of 
linear vesicles, usually distinct from one another, although there were 
some crossing and fusion of neighboring stripes. The figures were 
straight, curved and angulated. The vesicles covered nearly the entire 
area of abnormal skin, a thin margin of redness surrounding the raised 
portions. The appearance reminded one of multiple linear burns of 
the second degree, such as might be made by a hot wire momentarily 
laid on the skin. While the size of the lesions differed widely, the 
average size of the individual lesion was 6 by 50 mm., the width dimin- 
ishing to a point in many cases. Occasionally there was bagginess 








Fig. 1—Remains of linear pigmentation representing traces of the outbreak 
more than six months after the appearance of the original eruption. 


at the lower end of a vesicle where the upper portion had emptied owing 
to gravity. 

The result of inquiry of a railroad employee indicated that a weed 
killer composed of various salts, the formula of which was unknown to 
him, was sprayed along the right of way, although it was not believed 
that the particular area used for the patient’s sun-bath had been so 
treated, as that particular line was little used. It seemed reasonable 
to suppose, however, that leaves coated with the dried chemical had 
produced in this subject a contact dermatitis with lesions corresponding 
in shape to that of the leaves on which the weed killer had been depos- 


ited. Inquiry revealed that common salt, chlorates, compounds of creo- 


sote, iron sulphate and other chemicals were among the articles 
commonly used for the purpose of killing weeds. Further search was 
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abandoned, as it seemed as though the true cause of the dermatitis had 
been found. 

The patient was lost sight of for a time, making additional photog- 
raphy of the acute lesions impossible. Later he returned with the 
information that the eruption had lasted as definite stains for several 
months and that his skin had been itchy for even a longer time. A 
photograph showed remnants of pigmentation even six months after 
the evidences of acute inflammation had disappeared. 

Recently the subject was revived by the accidental observation in 
a foreign journal‘ of a photograph of a patient showing lesions corre- 


sponding in every particular to the aforementioned lesions, brought 














Fig. 2—Reconstruction of lesions on stains persisting after the acute eruption 
faded. 


about solely by contact with ordinary herbage. Not only was this case 
chronicled, but a number of references to similar cases, all European, 
were appended. These reports extended from 1926 to 1931, and certain 
observations had been made. The incubation period varied from twenty- 
four to forty-eight hours. The rash appeared suddenly but disappeared 
fairly rapidly, usually in eight days. Most of the patients had bathed 
outdoors and then taken sun-baths in the nearby fields or on river banks, 


1. Oppenheim, M.: Dermatitis bulleuse striée consecutive aux bains de 
soleil dans les prés (dermatitis bullosa striata pratensis), Ann. de dermat. et syph. 


7:1 (March) 1932. 
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iough some were not in the water at the time. Even after the acute 
id primary lesions had disappeared corresponding linear pigmentations 
vere left, which were noticeable for several months. In 1926 Oppen- 
eim * observed about forty cases, at one time called Ottakring bath 
ites from the locality and the early theory that the outbreak was due to 
sarcoptes. The condition was said to be common in persons bathing in 
he Necker. At that time (1932) it was frequently reported from 
;erman-speaking countries, though it was not recorded elsewhere. The 
earliest English report of a case discovered was published by Corsi,’ 
and additional cases have been noted in France,‘ Italy ° and Jugoslavia.® 
Numerous attempts have been made to incriminate certain forms of 
vegetation in connection with the dermatitis, without certain success. 
Reeds * and Achillia Millefolium* were mentioned as probably causal 
factors in certain instances, but the investigators failed to establish 
their importance under artificial conditions. Reconstruction of the cir- 
cumstances attending the appearance of the original eruption—a moist 
skin, hot rays of the sun or an air-cooled quartz mercury vapor arc 


lamp and contact with suspected herbage—as a rule, gave most disap- 


pointing results. Elements in the leaves, especially compounds of silicic 


acid, were tested for their effects, with negative findings. The influence 
of trauma from cutting edges, soilure of vegetation by urine, hyper- 
sensitivity, sweat, congestion of the skin and animalcula living on the 
grass were all thought of, tried out and discarded. Several plants were 
implicated provisionally but failed in the last analysis to provide a single 
species or several definite species conjointly which would experimentally 
cause renewal of the lesions in more than an occasional case. 

The form of the leaves and stems practically stenciled on the skin 
in vesicular form speaks strongly in favor of intense chemical activity. 
Kitchevatz ° expressed the belief that the cause was not some special 
sort of leaf but something inherent in plant structure—chlorophyll. He 
stated that under the influences of this catalytic substance, with light 
and heat assisting, photosensitivity produced the eruption in a suscep- 
tible subject. 


2. Oppenheim, M.: Ottakringer Badebeiss, Wien. dermat. Gesellsch., Oct. 20, 
1926, 

3. Corsi, H.: Dermatitis Bullosa Striata Pratensis, Brit. J. Dermat. 45:542 
( Dec.) 1933. 

4. Lanzenberg, M. P.: 
1932. 

5. La Cava, G.: Policlinico (sez. prat.) 40:891 (June 5) 1933. 

6. Kitchevatz, Milan: Ann. de dermat. et syph. 5:293 (March) 1934. 

7. Siemens, H. W.: Systematized Bullous Dermatitis Probably Caused by 
Contact with Reeds; Nine Cases, Dermat. Wchnschr. 85:1577 (Nov. 12) 1927. 

8. Philadelphy, A.: Wien. klin. Wehnschr. 41:88, 1928. 


Bull. Soc. franc. de dermat. et syph. 39:1524 (Dec.) 
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In the case reported by the last-mentioned author vitiligo was als: 
present, affording him additional evidence of sensitivity to light. H 
maintained that three factors were necessary to produce the eruption: 
intense solar radiation, contact with the photocatalytic herbage and ; 
susceptible subject. The variability of the incidence of this striate: 
dermatitis seemed to him to be in accord with the intensity of sola: 
radiation and bore a certain relation to the frequency of sun-spots. I) 
his report Willstadter * differentiated two kinds of chlorophyll as well 
as two substances accompanying them, carotene and xanthophyll. 
Chlorophyll absorbs the red rays of the solar spectrum, the most active 
rays, as well as certain parts of the yellow and orange spectra. The 
first-mentioned color predominates. 

Kitchevatz believed that his patient was always susceptible on account 
of the persistence of the vitiligo. He therefore believed him a fit sub- 
ject for various tests a year and a half after the subsidence of the 
eruption. Contrary to the order of other investigators, he applied the 
photosensitizing substance first and followed this application with irradia- 
tion. The materials he employed, watery and alcoholic extracts of 
spinach leaves, selected on account of their easy availability in winter 
and their richness in chlorophyll, were used in varying dilutions of from 
1 to 50 per cent. Ultraviolet radiation from quartz mercury vapor lamps 
and also red rays were used. There followed erythema with 
subsequent pigmentation lasting for two months. The experiment 
was carefully controlled. An alcoholic solution of the chlorophyll of 
commerce gave similar results. Carbon dioxide and oxygen were fac- 
tors added to similar chlorophyll-painted areas and were believed to 
intensify the eruption, while without chlorophyll they had little effect. 
Sodium silicate gave only signs of mechanical irritation, which quickly 
subsided. Efforts to transfer the photosensitivity passively by the 
Prausnitz-Kustner method were unsuccessful. 

With this evidence it seemed as though the condition in my patient 
was a definite example of dermatitis pratensis. More searching inquiry 
into the weed spray revealed that none had been used along the branch 


line indicated, only the main system having been so treated. In August 
1934 grass and weeds brought by the patient from the site he had 


reclined on were used for patch tests while still fresh. These tests 
gave entirely negative results; even when they were supplemented by 
ultraviolet radiation. Alcoholic extract of chlorophyll, pure and diluted 
one half with alcohol, and aqueous extract of grass from the plot 
indicated by the patient were painted on the skin and an erythema dose 
of ultraviolet rays administered. At the same time green and blue 
filters (glass) were used in the irradiation. The results were negative 


9. Willstadter, quoted by Kitchevatz,® p. 299. 
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‘oughout ; no irritation resulted from the chlorophyll, and the filters 
wed no action from light on the skin due to the colored rays. 

The results of the patch tests coincided with the results usually 
tained abroad. The results of the tests with chlorophyll were at 


iriance with those reported by Kitchevatz. 


COM MENT 


\ patient with meadow grass dermatitis showed a striking and 


learly defined eruption more severe than that noted in any published 


hotograph accompanying reports of similar eruptions in Europe. 
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Mixed tumors of the palate are relatively rare. Eggers,’ after 


careful survey of the literature, concluded that only eighty-seven 
authentic cases are on record. I report here a case which I observed 
in practice with Dr. George C. Andrews and also five other cases. Three 
of the patients were treated in the New York Skin and Cancer Hospital 
and two in the Presbyterian Hospital, and they, with three other patients 
whose cases are not reported here, were the only patients with this 
condition who came to those institutions during the past ten years. 


























A typical mixed tumor of the palate showing the average size and location. 


With the exception of the parotid and submaxillary glands, the 
palate is the most frequent site of mixed tumors. D’Aunoy * observed 






them also on the lip, nose, cheek and gum. Such a growth may be found 
on any part of the hard or soft palate and may vary from papules the 
size of a small pea to a mass filling the entire oral cavity (fig. 1). On 








the palate it may cause depression of the bone and even involve the 






entire antrum. In each of the subjoined case reports the history differs, 






showing the variations in size, location and microscopic picture, as well 
as the complications of treatment that one may expect to encounter in 







cases of this condition. 








From the Department of Dermatology, Vanderbilt Clinic, College of Physi- 
cians and Surgeons, Columbia University. 

1. Eggers, H. E.: Mixed Tumors of the Palate, Arch. Path. 6:378 ( Sept.) 
1928. 

2. D’Aunoy, Rigney: Mixed Tumors of the Palate, Am. J. Path. 6:137 
(March) 1930. 
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Histologically mixed tumors show a great diversity in the type and 
elative amounts of tissue elements. Ewing * emphasized the complex 
structure of these tumors, stating that they usually present epithelial 
elements in the form of cell strands, alveoli or diffuse masses and 
mesoblastic tissues, chiefly cartilage, mucous tissue and cellular con- 
nective tissue. In common they present a gradual transition from 


recognizable epithelial elements to elements of unmistakable connective 


tissue origin. Infiltrative growth of epithelium is also a common feature. 
In an analysis of eighty-seven mixed tumors of the palate Eggers found 
the four elements most frequently observed to be as follows: 
Incidence, Percentage 

Mucoid connective tissue 

Cartilage 

Glandular epithelium 

Squamous epithelium 


Other elements less frequently observed are fatty tissue and bone. 


REPORT OF CASES 


Case 1—D. D., a man aged 58, complained of a small tumor on the roof of 
his mouth of two years’ duration. The lesion had not grown perceptibly and had 
caused no discomfort except for interfering with the proper fitting of a dental 
plate. 

On the posterior edge of the hard palate, to the right of the midline, there was 
an oval mass the size of a cherry covered with normai mucous membrane. The 
tumor was semisolid and freely movable in the underlying tissue. The patient 
was referred to Dr. J. M. Hanford, who carried out the following surgical proce- 
dure: One per cent procaine hydrochloride was infiltrated locally. With the high 
frequency cutting current tip, an elliptic incision was made around the tumor, which 
was then removed, mostly by the use of this method. An attempt at partial closure 
was made, but it was impossible to close the circular defect in the small palate. 
Two silk sutures were placed across the posterior aspect of the wound. The wound 
healed slowly, and for a time the patient was uncomfortable owing to passage of 
fluids through the opening of the wound into the nose. Three months after the 
operation the palate was normal in appearance. 

Microscopic examination revealed a tumor made up largely of small round or 
oval, rather regular cells which formed irregular acini or grew as masses or 
strands of cells. Mitoses were not seen. The tumor cells produced mucin, for in 
places the acini were filled with it. The tumor was divided into lobules by 
irregular septums of collagen. There were, in addition, broad areas of myxoid 
and chondroid tissue. No areas of squamous metaplasia were seen. 

Case 2.—C. A., a woman aged 30, complained of a small lump in the mouth 
which caused no annoyance or pain until a physician attempted to aspirate the 
mass. After this procedure the lesion was tender. On the soft palate adjacent to 

3. Ewing, James: Neoplastic Diseases, ed. 3, Philadelphia, W. B. Saunders 


Company, 1928, p. 770. 
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the posterior alveolar border on the right side there was a smooth, round tum 
2 cm. in diameter. With the patient under colonic ether anesthesia the mass w: 
dissected out, and the entire wound was cauterized and packed with todofor: 
gauze. The wound healed without complication. 

Microscopically there were areas showing growth of prickle cells beneath tl 
epithelium and other areas in which these cells appeared to have undergon 
mucous degeneration, taking a diffuse bluish stain. There was also much mucoi 
connective tissue. Islands of poorly developed hyaline cartilage were seen intet 
spersed among the cords of epithelial cells. 

Case 3.—I. L., a woman aged 40, complained of a growth on the palate « 
four years’ duration. Slightly to the left of the midline on the hard palate ther 
was a mass the size of a plum covered with normal mucous membrane. It was 
slightly pedunculated, and it originated near the antrum of Highmore. The lesioi 
was widely circumscribed by cautery and removed. It extended down to, but did 
not involve, the antrum. The wound was packed with iodoform gauze. One 
month later the wound was not healed. The patient complained that speaking 
was difficult and that fluids taken by mouth ran out of the nose. Seven years 
after the operation a small perforation into the nasal cavity was still present. A 
dental plate permitted normal speech and swallowing of fluids. 

Microscopically there was a tumor of evident epithelial origin, showing groups 
of large round cells with light-staining bodies, interspersed with a rather diffuse 
growth of smaller, deeper-staining cells. There was an alveolar arrangement 
with ductlike processes in some places. Portions of the stroma showed marked 
mucous degeneration. In one area a small amount of hyaline cartilage was seen. 

Case 4.—H. F., a man aged 35, complained of a small, hard lump on the roof 
of his mouth, gradually increasing in size but painless. On the hard palate near 
the midline there was a hard, oval mass 1 cm. in diameter, covered with normal 
mucous membrane. With the area under procaine hydrochloride anesthesia an 
elliptic incision was made down to bone with the electric cutting current. The 
tumor was excised; then the periosteum and a small part of the bone of the hard 
palate were removed. The wound was packed with iodoform gauze. Two months 
after the operation the wound was healed, with good cosmetic results. 

Microscopically, lying just beneath the epithelium and sharply outlined at its 
side and base, there was seen a growth of large cells with round and oval nuclei, 
with a tendency to netlike arrangement in places. Also there were cysts filled 
with a homogeneous material, and openings like alveoli lined with cuboidal cells. 
There was some mucous degeneration of the scanty supporting stroma. Some 
areas composed of keratinized squamous cells were seen. 

Case 5.—B. S., a woman aged 22, complained of a tumor on the roof of her 
mouth. The entire soft palate consisted of a large mass, 4 by 6 cm., which reached 
down to the base of the tongue. It was of firm consistency and covered with 
normal mucous membrane. The mucosa was incised, revealing a well encapsulated 
tumor, which was shelled out by blunt dissection. The mucous membrane was 
drawn together well, the fauces, soft palate and uvula being saved. 

Microscopic examination showed a mixture of cell types. There were islands 
of cartilage cells lying in a half-formed cartilaginous matrix, areas of definite 
myxomatous tissue, showing numerous branching connective tissue cells, and 
numerous collections of epithelial cells in masses, cords and indefinite glandular 
arrangement. No mitoses were seen. 

Case 6.—E. F., a man aged 50, complained of a swelling of the left side of the 


palate of fifteen years’ duration. The lesion had gradually increased in size 
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even years previously the tumor had been excised, but it had regrown shortly 
terward. The tumor, 4 by 3 cm., overlay the hard palate and extended from 
e alveolar ridge to the midline of the palate on the left side. It was fairly firm. 

was encapsulated and shelled out intact after separaticn of the mucous mem- 
rane. The area was packed with iodoform gauze. Complete healing followed 
ithout complication. 

Microscopically the section showed the mucous membrane of the palate, 
eneath which was a broad area of connective tissue. Below this was a tumor 
mposed of masses of small epithelial tumor cells of irregular size and shape. 
Some of these masses were closely packed, others separated by strands of connec- 

tive tissue or by hyalin-like masses and still others widely separated by a delicate 
yneytium in which individual branching cells were seen. Numerous fat cells 
vere found scattered throughout the tumor. \ good deal of hemorrhage was 
noted. The tumor was completely surrounded by a capsule of dense connective 


tissue, and in the upper and outer margin of this several thin plaques of bone were 


seen. No mitoses were seen in the tumor cells. 


CONCLUSIONS 


1. .\ mixed tumor may be observed on the hard or soft palate and 
may vary from a papule the size of a small pea to a mass filling the 
entire oral cavity, the surface being covered with normal-appearing 
mucous membrane and either smooth or thrown into corrugations. 

2. The treatment is surgical. Owing to the location and to the dis- 
comfort produced, the growth should be removed early. 

3. Excision may be complicated by a permanent defect in the palate 
which will unquestionably interfere with normal speech and with the 
swallowing of fluids. 

4+. Malignancy is rare in the palatal type, only two malignant growths 
having been noted in eighty-seven cases reviewed by Eggers. However, 


late recurrence and invasive growth are possible. 


115 East Sixty-First Street. 








Clinical Notes 


TUMOR OF THE SKIN OF UNKNOWN ORIGIN 


Report of a Case 
FREDERICK REHM ScumMipt, M.D., CHICAGO 


The tumors of the nerves, smooth muscle and connective tissue of the skin 
form a confusing and complex group, regarding which a great deal might be said 





Fig. 1.—Photomicrograph of tissue from the tumor, taken with low magnifica- 
tion (azan stain; & 150). 


without adding much to the store of knowledge. The study of the following case 
is therefore illuminating from more than one point of view. 


REPORT OF CASE 
V. N., a girl aged 15 years, complained of a lump on the forearm which she 
said was growing rapidly. She stated that she had first noticed it as a small 
“pimple” four months before. The previous history was irrelevant. 
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On the dorsum of the left forearm was a hard, round, smooth-surfaced nodule, 
like a button in the skin. This was freely movable, painless and red. 

The lesion was exposed to 1,200 roentgens of radiation, but no effect was 
served other than that it grew. 


The Wassermann reaction of the blood was negative. On Jan. 3, 1935, the 


lule was excised, and sections were submitted to Heidenhain’s azan stain, which 


4 modification of Mallory’s connective tissue stain. Seen with a low magnifica- 


Fig. 2—Tumor cells seen with high magnification, showing rodlike nuclei 
(azan stain; & 600). 


tion the epidermis was everywhere intact but was pushed out by a well defined 
round mass of dark-staining cells, clearly distinguishable from the surrounding 
connective tissue (fig. 1). The cells were grouped in bundles, but the nuclei were 
nowhere arranged in palisades. 


With a high magnification the nuclei were seen as distinctly rodlike (fig. 2). 


The cells were fusiiorm, and their cytoplasm was denser than that of the sur- 
rounding fibroblasts. Mitoses were absent, and there was only a moderate degree 
of nuclear anaplasia. 
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COMMENT 

The patient was presented before the Chicago Dermatological Society at 
meeting in January 1935 as showing a condition tentatively diagnosed as neu 
genic sarcoma. Several members objected to this diagnosis, stating that a dia 
nosis of sarcoma implied malignancy and that in their opinion the tumor 
benign. 

A careful review of the histologic structure was made by Dr. R. H. Jafi 
who maintained that the tumor was frankly malignant and probably a schwannom 
Therefore, several unstained slides were sent to Dr. Pierre Masson, who studi 
the sections. He stated that he too believed that the tumor had all the chara 


teristics of a malignant growth, because it was frankly invasive and its cells we: 


in active growth, but he did not concur in the diagnosis of schwannoma. H 
gave as his reasons the fact that the Schwann cells are always intimately su 
rounded by a sheath of reticulum or collagen, which was lacking in this cas 
Furthermore, the cytoplasm in a schwannoma is always only slightly chromophili 
and remains pale, even in those sections which are strongly stained. Masson’s 
diagnosis was malignant leiomyoma. 

To exclude the possibility of melanoma the sections were subjected to a lon 
treatment with ammonium silver nitrate, but no granules of melanin were seen 
in the tumor cells or in the stroma. 

The cells of leiomyoma may be distinguished from those of spindle cell sar 


coma by the long, rodlike nuclei and the absence of mitoses, both of which wer 


1 
1] 


features in this case. Sections were submitted to several general pathologists, all 
of whom unhesitatingly pronounced the tumor malignant but did not believe that 
it was a leiomyoma because the cells were too large to arise from the arrectores 
pilorum muscles of the skin. 

Boyd?! stated that malignant leiomyoma seldom gives rise to metastases and 
usually does not recur after removal, so that it is really not malignant. I believ 
that most dermatologists will agree with Boyd's interpretation and regard this 
perplexing little tumor as benign, whatever it may appear to be microscopically. 


1. Boyd, W. A.: A Text-Book of Pathology, ed. 2, Philadelphia, Lea & 


Febiger, 1934. 





se eat ye one 


4 
a 











CONTACT DERMATITIS DUE TO BEEF FAT 


Louis J. Frank, M.D., Stoux City, Iowa 


In a search of the recent available literature I found no reported instance of 
ntact sensitivity to beef fat. Sulzberger and Morse! and Ramirez and Eller - 
eported cases of contact sensitivity to wool fat. Strictly speaking, hydrous wool 

is a wax consisting of the esters of various fatty acids and various monohydric 

lid alcohols called sterols. Other closely related lipins that have been shown to 
use contact sensitivity are stearic acid, listed by Weber,® and oleic acid, in a 


ase reported by Hailey.4 The latter case is open to question, as the material that 


produced the dermatitis, turkey red oil, is usually sulphonated castor oil and con- 


tains numerous substances other than oleic acid. 


The following instance is deemed worthy of report since the condition represents 


industrial dermatosis apparently not hitherto recorded and probably not rare. 


REPORT Ol CASE 


oted the eruption on his 


C. H., aged 26, a worker in a packing house, first 1 

nds, six months previous to consultation. It began as a vesicular eruption on 
the left hand and soon appeared on the right hand. Since that time it has 
improved and recurred at irregular intervals, invariably appearing during those 
periods when his work was in the fat around the bladder and trachea of the beef. 
He never worked with animals other than cattle. 

On examination he presented slightly erythematous areas diffusely covered 
with dyshidrotic vesicles, located on the sides and dorsa of the fingers, which were 
more marked on the left hand. The feet and pedal interdigital spaces were free 
from lesions. Microscopic examination of the “roof” of the vesicles revealed 

fungi. 

His work at this time was coincidentally shifted so that for the next three 
weeks he was not working in the fat, but on other parts of the beef. The eruption 
rapidly improved with appropriate topical medication, and within a week the skin 
was normal. Two days after he was again working in the fat, the eruption 


reappeared. This was observed repeatedly. 


1. Sulzberger, M. B., and Morse, J. L.: Hypersensitiveness to Wool Fat, 
J}. A. M. A. 96:2099 (June 20) 1931. 

2. Ramirez, M. A., and Eller, J. J.: The “Patch” Test in “Contact Derma- 
titis,” J. Allergy 1:489 (Sept.) 1930. 

3. Weber, L. F.: A List of Cutaneous Irritants, Arch. Dermat. & Syph. 21: 
761 (May) 1930. 

4. Hailey, W. H.: Dermatitis from Oleic Acid, Arch. Dermat. & Syph. 8:530 


(Oet.) 1925. 
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The following patch tests were performed; all were forty-eight hour test 
except when otherwise specified. 
Material Subject Control Subje 


Fresh fat from around bladder of beef: 
BAP RES Kidceis aie osane Ges wees wS aes hep HS SudE ow Sea Os 
NES choise cci ee anisheos 8c a5 agar wnciowaneahs 

Lipids extracted with ether from fresh fat from 
around bladder of beet 

Lean beef 

Lean beef (lipids extracted ) 

Lipids extracted from lean beef 

Lard (commercial ) 

Butter 

Olive oil 

Stearic acid, chemically pure 

Palmitic acid, chemically pure 

Tristearine, chemically pure 


Glycerin 


The reaction to the natural fat listed as ++-+ was a sharply defined, palpable 
deep infiltration topped by minute papules and vesicles and showed slight erythema. 


It corresponded to the deep type of reaction produced by butesin, as opposed to 


the superficial intensely inflammatory reactions produced by most irritants. 


COMMENT 
Fat is deposited in animal tissues principally as the neutral triglyceride of 
stearic, oleic and palmitic acids. Its exact composition varies with the lecation 
as well as in the same location of a species. Dissociation into glycerol and the 
various fatty acids may take place to some extent in the living animal but is 
hastened after death, especially in the presence of light, moisture and ferments. 
Oxidation changes of the dissociated fatty acids result in the process known as 
rancidity. That this change might take place during the forty-eight hour patch 
test and produce a primary irritant was considered, but the negative control test is 
against this assumption. On the other hand, it would appear that lean beef, both 
natural and lipin-free, produces primary irritation in forty-eight hours. 
We are aware that latent dermatomycosis may be stimulated into activity or 
may overcome the cutaneous threshold for contact irritants, but the positive patch 
test at a remote site, together with the absence of fungi in the material examined, 


seems to eliminate this consideration. 


SUMMARY 


A case of industrial dermatosis in a worker in a packing house is reported. It 
was manifested as a dyshidrotic eruption on the hands, apparently caused by con- 
tact sensitivity to beef fat. A patch test with the natural fat was positive. We 
were unable to determine the chemical constituent of the fat responsible for the 
dermatitis by means of the patch test with the various known constituents. 





Minor Notes 


SINGLE PUNCTURE METHOD OF TESTING 

: WITH ALLERGENS 

; RAYMOND V. QuINLAN, M.D., MERIDEN, CONN. 

c for a number of years I used the scratch method of testing for allergy. This 
: is obvious disadvantages. It is impossible to get all the scratches the same 


oth or the same depth. Lack of uniformity in the length of the scratches 
ves a variation in the size and shape of the reaction. 


sewhere, who have shown a dozen or more scars on each forearm, some of them 


I have had patients, tested 


luish, due to scratches which were too deep. 

Searching for a better method I decided to try the multiple puncture method 
is used in vaccination against variola. This was an improvement over the scratch 
in the size and shape of the 





ethod, but there was still a lack of uniformity 


4 reaction. 
9 I then resorted to the single puncture method. 
After placing a drop of one-tenth normal sodium 


The procedure is the same 


as in the scratch method. 
hydroxide on the arm and dissolving the antigen in this, a single puncture is made 
through the test fluid into the upper layers of the skin. The needle is held at an 
angle of 45 degrees and the puncture made very superficially. Once the needle 
is engaged in the skin, it can be elevated and lowered two or three times to 
facilitate the entrance of the antigen. When the needle is withdrawn the skin 
is immediately wiped dry. In the beginning, I questioned whether sufficient antigen 
vas carried into the skin to cause a reaction, but, after using this method for 
several years and checking it by other methods, I find that it 1s simple, accurate 
and clean, gives reactions easy to read and uniformity in size and shape and 


leaves no scars. 


: SIMPLIFIED METHOD FOR MEASURING THE SCALP 
PREVIOUS TO ROENTGEN EPILATION 


RuBEN NoMLAND, M.D., CHicaco 


The materials required for measuring the scalp previous to roentgen epilation 
ire a skin (eyebrow) pencil and a flexible celluloid ruler cut to a length of 5 
A cross is made in the midline 


inches (12.7 cm.). The method is as follows: 
from the hair line at the fore- 


of the crown of the head 6% inches (16.5 cm.) 
With this as a center and the ruler as a divider, arcs are drawn on either 
The second point taken is the inter- 
With the second point 


head. 
side above the ears, at the back and front. 
section of the arc in front and the midline of the scalp. 
and the flexible rule as a compass, arcs are drawn to intersect those over the 
ears. The fifth point at the back is obtained by the intersection of the midline 
of the scalp and the arc drawn first in this region. The time required for this 
procedure is about thirty seconds, while the methods recommended in textbooks 


take up to several minutes or require complicated paraphernalia. 
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SKIN REACTIONS TO COMBINATIONS OF TWO 
TOILET ARTICLES NEITHER OF WHICH 
ALONE CAUSED IRRITATION 


HERMAN GoopMAN, M.D., New York 


A man recently presented himself to me with the following history: He 
used a well known application for stopping perspiration, without ill effect. Lat. 
he bought another preparation represented to be for the same purpose. He 
this, without ill effect. Later, he inadvertently aiternated the 
preparations and shortly thereafter had an acute dermatitis at the site of 1 


double application. These facts were corroborated by patch tests. Neither t 


> te 
] 


use of these ty 


first nor the second preparation alone produced a reaction. The combination 
applied at one site did. 


I have seen a similar accident arise from the use of a combination of cosmeti: 


powders, neither of which alone produced a dermatitis. 


EPILATION AND PAIN 


Harry LEoNArRD Bakr, M.D., PitrspurGH 


Regardless of what method is used for epilation, some pain is usually encour 
tered by the patient. The pain is as a rule local, or it may be transmitted by 


the branches of the facial nerve to the teeth and the tongue. An _ additional 


factor in the transmission of this current, I believe, is the metallic dental replace 


ments that may be present in the mouth. These serve as excellent conductors 


for the current. In order to eliminate this particular factor, I place a woode 
tongue blade between the teeth and have the patient bite on it in order to avoid 
the contact between the upper and the lower teeth. The patients state that witl 
this method there is less pain, and I have found that this is so by purposely 
removing and replacing the applicator while carrying out epilation. 





Correspondence 


PATHOGENICITY OF DEMODEX 
q FOLLICULORUM IN MAN 


the Editor:—In 1912 I exhibited at the seventh International Congress of 
natology at Rome a moulage depicting an impetiginous eruption on the face. 
re were five circinate lesions of different sizes. Scrapings from each of these 
ons when examined microscopically showed the presence of Demodicidae in 
hers. I showed some of these slides to Dr. Crawford Mollison, patholo- 








ja | ] | 





Photomicrograph of Demodicidae. These bodies were quite unrecognizable 
4 ntil the preparation was treated as described in the text. 
4 rist to the Melbourne Hospital and to the late Dr. Bull, lecturer on bacteriology 





at Melbourne University. They both expressed the opinion that they could not 
see how parasites so large could exist in such numbers in the skin without pro- 
lucing a marked inflammatory condition. In this case the lesions were unilaterally 
placed, on the right side. Scrapings from the skin between the lesions showed 
no evidence of the parasites. 

Since that time I have written several papers on the pathogenicity of Demodex 
folliculorum in man (M. J. Australia 2:555, 1916; 2:39 and 419, 1921; 1:529, 
1931). 

Recently a dentist consulted me about a circinate patch of dermatitis on the 
ight side of the chin. There were several spots round about this lesion. I con- 
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sidered the lesions as clinically probably due to Demodex. I took a specit 
from the border of the circinate lesion, which I placed in a solution of potassi 
hydroxide and then examined microscopically, with negative result. I thou 
that this result might be due to previous treatment. However, a fresh circin 
spot was developing about the center of the patient’s chin, about 1 cm. in diamet 
I took another scraping from the raised border of the lesion, as suggested }) 
Dr. Whitfield (A Handbook of Skin Diseases and Their Treatment, ed. 2, London, 
E. Arnold, 1921). The material I obtained appeared to be chiefly serum and 
epithelial débris. This material was put into a solution of potassium hydroxide 
and examined microscopically, again with negative results. But there were several 
cocoon-like bodies present which I have described in my paper (M. J. Australia 


2:419, 1921). I then removed the coverslip and applied distilled water, carefull) 


dried the parts, applied pure ether freely and mounted the preparation in a special 
gelatin preparation. Specimens of Demodex were then plainly visible, as shown 
in the accompanying photomicrograph. 

How Demodex can camouflage itself in some of these cases is difficult to 
understand. In one of my communications with the late Mr. Hirst of the British 
Museum, I described a giant organism (Demodex) at least six times as large in 
bulk as the ordinary type. This was accepted by Mr. Hirst, but it is a very 
rare occurrence. 

I am whole-heartedly in agreement with Dr. Ayres Jr. that Demodex is a 
real cause of pityriasis folliculorum. 


HERMAN Lawrence, M.D., Melbourne, Australia. 





eras 
NG aoe 


Obituary 


C. BROOKS WILLMOTT, M.D. 


Dr. C. Brooks Willmott, son of Mary Elizabeth Smith and John 
srooks Willmott, was born on July 15, 1879, on the farm of his parents 
ear Hutchison, Ky. He was a lineal descendant of Col. Robert Will- 
nott, who served as an artillery officer in the Revolutionary Army in 
1776, for which services the government granted him one thousand 
acres of land in Bourbon County, Kentucky. On this site stood the 
historic old home where Dr. Willmott was born and reared. 

He attended Kentucky University (now Transylvania) and was 
eraduated from the médical department of Kentucky University, Louts- 











C. BROOKS WILLMOTT, M.D. 


ville, in 1904; he served an internship at the New York Post-Graduate 
Hospital and Medical School, and was resident intern at the Kingston 
\venue Hospital, Brooklyn, and later resident surgeon of the New 
York Orthopaedic Dispensary and Hospital. He then became ship's 
surgeon for a German steamship line whose ships plied between the 
port of New York and South America. In 1908 he established himself 
in Lexington, Ky., and practiced general medicine until the World War. 

He was commissioned a first lieutenant in August 1917 and went 
overseas with Replacement Unit No. 32. He was assigned to Evacua- 
tion Hospital No. 66, then was transferred to Field Hospital No. 305, 
Sanitary Train No. 302, and later was made assistant urologist of the 
Seventy-Seventh Division. He was awarded medals for bravery in two 


offensives, the Aisne-Marne and the Meuse-Argonne. 
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He married Miss Mary Howard of Knoxville, Tenn., on his retu 


from France and studied dermatology at the Vanderbilt Clinic un 
1920, when he began the practice of dermatology in Louisville. He \ 
assistant clinical instructor and later associate professor and head of t! 
department of dermatology and syphilology at the University of Lou 
ville Medical School. He was chairman of the Section of Dermatolo; 
and Syphilology of the Southern Medical Association in 1931, and w 
a strong influence in the success of the section until his death on M; 


18, 1935, from gastric hemorrhage. 





Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


INJURIES TO THE VERTEBRAE AND INTERVERTEBRAL Disks FoLLOWING LUMBAR 
Puncture. CHARLES N. Pease, Am. J. Dis. Child. 49: 849 (April) 1935. 


Pease calls attention to the fact that in performing lumbar puncture it is 
possible to introduce the needle too far, thus penetrating the intervertebral disk. 
This in turn may produce a narrowing of the intervertebral space demonstrable by 
roentgenograms. Furthermore, various types of inflammatory reactions may be 
set up in the bony and articular elements of the spine. 


ANDERSON, Los Angeles. 


RINGWORM OF THE ScALp: Curapitity, WitHout DepriLatory MEASURES, OF 
INFECTIONS CAUSED BY “ANIMAL” Microsporons. G. M. Lewis, Am. J. 
M. Sc. 189: 364 (March) 1935. 


In attempting to explain why certain types of tinea capitis are easily cured by 
local applications, Lewis studied thirty-seven cases by culture and other means and 
found that thirteen were due to “animal” microsporons; the remaining twenty- 
four were caused by Microsporon Audouini, Achorion Schoenleinii and Tri- 
hophyton violaceum. 

In the series of thirteen cases there was a good response to local application of 
ointments without the use of depilatory measures. 

Lewis’ results show that the infections caused by “animal” microsporons were 
curable in from three to twelve weeks. He suggests that cultural differentiation 
of the causative fungi be made in order to separate the types responding well to 
local treatment from the more resistant types requiring some form of depilation. 


JAMIESON, Detroit. 


OcutarR Reactions Due TO ARSPHENAMINES. J. J. SKIRBALL and F. M. 


Tuurmon, Am. J. Syph. & Neurol. 19: 197 (April) 1935, 


There has been much controversy as to whether or not the arsphenamine 
compounds are capable of producing optic neuritis. This complication, occurring 
during the course of arsphenamine therapy, is interpreted by most investigators as 
an ocular Jarish-Herxheimer reaction. They state that the process is not a 
genuine toxic reaction but is syphilitic. 

In Skirball and Thurmon’s experience the pathologic changes that occur in 
the optic nerve head, vitreous body and retina in patients with syphilis during 
arsphenamine therapy are so clearcut and definite that they form an easily recog- 
nized and an extremely important clinical entity. They are convinced that these 
untoward manifestations are due to the toxic effects of the arsenical compounds. 

The clinical syndrome consists of blurred vision, floating spots or flashes of 
light before the eyes. One or both eyes may be affected. These subjective com- 
plaints may be present before ophthalmic changes become manifest. If therapy is 
continued the haziness of the vitreous increases rapidly and becomes nebulous and 
cloudy to a point at which all details of the fundus are obscured. The condition 
grows progressively worse if the arsphenamine therapy is continued, causing an 
optic neuritis of marked degree and possibly producing secondary optic atrophy. 
If treatment with arsphenamine is discontinued early improvement of vision is 
rapid, and the fields of vision return to normal. Further treatment for syphilis 
during this complication may be carried on with iodides, bismuth or mercury. 
\fter recovery from the ophthalmic disturbance a single injection in hypersen- 
sitive persons may produce the same condition. Others may tolerate the drug. 
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SYPHILIS AND Marriace. S. S. GREENBAUM, S. Katz and ANNA RULE, Am. J. 
Syph. & Neurol. 19: 210 (April) 1935. ' 


Twenty-five patients were studied, five with acute and twenty with chroni 
syphilis. In not one of these did a single study of semen show the presence of 
Spirochaeta pallida. All the patients had been under treatment for some weeks 
or months before the test was made. It appears certain that a definite sterilizing 
effect of at least the neoarsphenamine and bismuth compounds on the semen of 
patients with syphilis takes place. Just how early after the introduction of treat- 
ment this sterilization occurs cannot be stated from the present study. 


PsycHosis ASSOCIATED WITH THE ADMINISTRATION OF TRYPARSAMIDE. 
Hoverson, Am. J. Syph. & Neurol. 19: 217 (April) 1935. 


The presence of acute psychotic symptoms occurring during medication with 
tryparsamide has apparently not been commented on before. Hoverson is of the 
opinion that a toxic psychosis due to tryparsamide constitutes as common a sign 
for contraindication to the use of the drug as do the often described visual changes. 

Six cases in which toxic psychoses developed during a course of treatment with 
tryparsamide are reported. All the patients recovered from the acute mental 
symptoms and had no residual effects. 


JUVENILE Paretic NEUROSYPHILIS StupiEs, X. THE CLINiIcAL Course INcLup- 
ING PrRopROMAL SYMPTOMS, NATURE OF ONSET, REMISSIONS, AND DURATION. 
WittraAM C. MENNINGER, Am. J. Syph. & Neurol. 19: 238 (April) 1935. 


Dulness was found to be the most frequent initial mental symptom of the disease, 
and convulsions were the most frequent initial neurologic symptom. The type of 
onset of juvenile dementia paralytica varies with the individual case. Patients 
with the disease may be classified in three groups: (1) those with a marked 
feeblemindedness, in whom the onset is vague; (2) the moderately feebleminded 
patients in whom there is a failure of previously learned accomplishments, and 
(3) the group of children who have a period of normal development prior to the 
onset of the disease. The clinical course of the disease is remarkably uniform, 
with the development of characteristic physical, neurologic and mental changes. 

Remissions are rare in cases of juvenile dementia paralytica. No convincing 
record of a permanent remission has been found. Rarely is clinical improvement 
spectacular as in the acquired form of the disease. 

The outcome is nearly always fatal. The average duration of the disease is 
about four or five years. 


JuventLe Paretic NeurosypHiItis Stupres: XI. TREATMENT. WILLIAM 
MENNINGER, Am. J. Syph. & Neurol 19:257 (April) 1935. 


The treatment of juvenile dementia paralytica is extremely disappointing. Of 
the author’s series of 43 patients, 7 showed some improvement, in 3 the disease 
was arrested and 24 failed to show any response to treatment. In 9 cases the 
type of treatment was unknown. In 13.8 per cent of 144 cases collected from 
the literature, there was a record of marked improvement; in 25.1 per cent slight 
improvement occurred, and in 61.1 per cent no effect of treatment was observed. 
Menninger states that patients in whom the disease appears after a period of 
normal development respond better than basically feebleminded patients and that 
the onset of the disease during or after puberty permits a better prognosis than 
an onset occurring before that time. 

The recommended treatment of juvenile dementia paralytica is a combination of 
fever therapy, tryparsamide, bismuth, and occasional short series of injections of 
neoarsphenamine. The treatment must be intensive, must extend over a long period 
of time and must not be interrupted by a period of rest. 

Reuter, Milwaukee. 
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JuveNILE DEMENTIA Paratytica: II. Famiry History, witH Specrat Con- 
SIDERATION OF FAMILIAL NEUROSYPHILIS. W.C. MENNINGER, Arch. Int. Med. 
55: 626 (April) 1935. 


In compiling this statistical report Menninger studied 43 cases of his own and 
inalyzed 610 cases reported in the literature. In 56.5 per cent of the cases he 
found syphilis in one or more members of the family. 

Syphilis in the mother was manifest in 223 cases; in 26 per cent of these the 
disease was of the neurosyphilitic type, and the cases of neurosyphilis in turn 
vere about equally divided between dementia paralytica and other clinical types of 
neurosyphilis. Neurosyphilis was found to be of greater incidence in the father 
also, than other forms of syphilis, 35.4 per cent of the cases of paternal syphilis 
being of that type, but dementia paralytica was twice as frequent as other forms 

neurosyphilis. 

Neurosyphilis was demonstrated in some member of the family about twice 
as frequently as is found on the average in surveys of clinical neurosyphilis. In 
17 instances a brother or sister of the patient had dementia paralytica, and several 
instances are reported in which neurosyphilis was present in three generations of 
a family. F 

In analyzing his figures Menninger expresses the belief that there is clinical 
support for the theory of a neurotropic strain of Spirochaeta pallida, but the 
figures could as well support the theory of familial predisposition to neurosyphilis. 

The fact that mental disease occurs in nonsyphiltic members of the families 
studied is considered by Menninger to be supportive evidence of the theory that 
juvenile dementia paralytica occurs frequently in a deteriorated family stock. 


JAMIESON, Detroit. 


VINCENT’S INFECTION OF THE MoutH: CLINICAL INCIDENTS IN ITs DtIAGNOSIS 
\ND TREATMENT. Isapor HirscuHFietD, J. Am. Dent. A. 21:768 (May) 1934. 


In this article, which deals with the subject in a clinical manner, Hirschfield 
includes a brief discussion of black tongue, or lingua nigra. He suggests the 
division of the infection into two types, destructive and hypertrophic. The fact 
that diagnosis by positive or negative results of bacteriologic examination is not 
an absolute guide is reiterated. Hirschfield has found chemical burns and black 
tongue associated with and frequently caused by the treatment of Vincent’s infec- 
tion, and he emphasizes the necessity of their differentiation. Successful treatment 
rests as much on building up of the general health and local resistance of the 
patient as on local treatment, he believes. While a questionnaire to otolaryn- 
gologists indicated the successful use of intravenous injections of arsphenamine, 
as well as its topical use, Hirschfield has not found it necessary to go beyond local 


application. Noyes, Chicago. [Am. J. Drs. Curvp.] 


THE CHEMISTRY OF HUMAN EpipermMis: I. Amino Actp CONTENT OF THE 
STRATUM CORNEUM AND Its COMPARISON TO OTHER HUMAN KERATINS. 
VERNON A. WiLkerson, J. Biol. Chem. 107:377, 1934. 


The material analyzed was the stratum corneum and was obtained from a 
patient with dermatitis exfoliativa. It contained 15.09 per cent total nitrogen 
calculated on the ash-free basis. The amount of cystine was 2.31 per cent. This 
figure is much lower than that reported for the cystine content of human nails and 
considerably lower than that for the average amount of cystine found in human 
hair. Tyrosine and tryptophan constituted, respectively, 5.7 and 1.49 per cent of 
the dry ash-free weight. 

The proportions of basic amino-acids yielded by the stratum corneum of the 
epidermis after acid hydrolysis was found to be: histidine, 0.59 per cent; lysine, 
3.08 per cent, and arginine, 10.01 per cent. The molecular ratios of these amino- 
acids were, in the order given, 1:5.6:15.1, or approximately 1:6:15. 
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The results obtained with human epidermis in respect to the basic amino-acids 
roughly classify the substance as a keratin. There was also observed a close 
agreement in the ratio of the basic amino-acids of the stratum corneum of the 
epidermis, the human hair and finger-nails. 

Wilkerson thinks it probable that the morphologic alterations by which special 
ized structures are elaborated from primitive tissues are accompanied by certain 
chemical changes. The fundamental chemical patterns which are characteristic 
of the nondifferentiated tissues are retained and are useful in identifying the 
highly adapted structure as belonging to a particular basic type. During thx 
course of specialization of the nail and hair from epidermis, the molecular ratios 
of histidine, lysine and arginine appear not to have been significantly disturbed 
The differences that do occur are apparently in the other amino-acids. 


CorNBLEET, Chicago. 


THE TREATMENT OF JUVENILE GENERAL ParALysis. Howarp W. Porter, 
Psychiatric Quart. 7:593 (Oct.) 1933. 

On the basis of a study of sixty cases of juvenile dementia paralytica, Potter 
concludes that malarial therapy and administration of tryparsamide are the methods 
of choice for treatment of the condition. Because of its freedom from complicated 
technic, treatment with tryparsamide is to be preferred to malarial therapy. The 
patients were divided into two groups: twenty-five with basically inferior intel- 
ligence and thirty-five with basically normal intelligence. Of the former group, 
fifteen became worse or died regardless of treatment; six showed an arrest of the 
pathologic process, and four showed improvement. Of the ten who did not become 
worse, eight received malarial therapy or tryparsamide. In the second group 
(thirty-five children with basically normal intelligence) twenty-four received 
malarial therapy or tryparsamide; of these, five became worse or died. On the 
other hand, eight of nine patients treated with common arsenicals became worse or 
died. Of four who had a complete remission, three were over the age of 14 
This suggests that, other things being equal, the older the patient at the time of 
onset, the better the prognosis. Other factors favorably influencing prognosis 
were: normal intelligence before the onset, expansive reaction types, early treat- 
ment after onset and confused reaction types. 


Davipson, Newark, N. J. [Arcnu. Neurot. & PsycuHiart.] 


THE RELATIONSHIP OF SKIN AND NERVE Leprosy. E. Muir, Indian J. M. 
Research 22:383 (Oct.) 1934. 


The comparison of neural and cutaneous leprosy is given in tables setting forth 
the points of similarity and dissimilarity. Clinical distinctions of the neural macule 
are: anesthesia on light touch, induration and slight elevation, erythema, keratosis, 
anhidrosis and depilation and recognizable hypopigmentation—all these character- 
istics are in contrast to those of the cutaneous macule. 

Bacillary concentration is greater in the nerves than in the corium, and there 
is greater cellular response in the neural than in the cutaneous type. 

The leprolin test is useful as a means of determining the resistance of the 
patient, as the inoculation area is negative in young children, in debilitated persons 
and in those having a leprous hyperinfection. In most healthy nonleprous adults 
the test is positive, and the intensity of the reaction is increased in leprous sub- 
jects otherwise healthy who have had a slight infection. 

The spreading of leprous infection takes place along the vascular plexuses of 
the skin and thence up the branches of the cutaneous nerves, the spread of the 
infection being inversely proportional to the resistance of the patient and the degree 
of cellular response. 

Leprolin is valuable in the treatment of certain types of leprosy, in estimating 
the resistance of persons exposed to infection and as a guide before discharging 
patients with arrested cases. Jamreson, Detroit. 
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\frrk-FrREE Diet IN PyurtA AND EczeMA oF CHILDREN. A. MAner, Indian J. 
Pediat. 1:99 (Jan.) 1934. 


The composition of most of the vegetable proteins is such that they are not 
adequate for the development of the growing organism. An exception to this 
; soy bean, which contains the biologically important amino-acids lysine, tryptophan 
and cystine. An additional advantage of soy bean consists in its being a soluble 
saccharose and containing a high percentage of lipoids and minerals. The soy bean 
diet prepared by Mader’s special method (Soyabasan) makes the urine strongly 
alkaline, with a pu between 8.2 and 8.4. This is due to the high content of bases 
in soy bean flour. Used for its alkalizing effect in ordinary pyuria, the soy bean 
diet has entirely replaced other methods of treatment (such as that with methen- 
amine and phenyl salicylate) in Mader’s clinic. In the dietetic treatment of eczema 
the soy bean diet is highly effective because of the high mineral content and the 
change of metabolism toward the alkaline side. In cases of eczema good local 
results are obtained with an ointment which contains an irradiated cholesterol. 
For strongly itching types of eczema and neurodermatitis adrenal hormone given 
in doses of from 0.2 to 0.3 cc. at intervals of five days is effective through its 
regulation of calcium metabolism. 


Gonce, Madison, Wis. [Am. J. Dis. Curvp.] 


PRECANCEROUS EpITHELIOMATOS!IS (BOWEN’s DISEASE) OF THE PALATE AND 
Fauces. W. Howartnu, J. Laryng. & Otol. 50:28 (Jan.) 1935. 


Following a review of the literature on precancerous epitheliomatosis, Howarth 
summarizes the histologic changes of this disorder as follows: (1) dyskeratosis in 
a hypertrophic epithelium, (2) preponderance of intracellular over intercellular 
edema, resulting in the formation of a vacuole about the nucleus, (3) numerous 
mitotic figures, (4) clumping of large cells with giant nuclei and large nucleoli, 


(5) retention of filaments of union and squamous cells to produce hyperkeratosis 
and parakeratosis and (6) general confused appearance of the malpighian layer. 
There is no reason why this condition should not occur in the mouth, but no 
record of a case of its occurrence in this situation has been found in the literature. 
Examples of its occurrence on the mucous membrane of the mouth, palate and 
fauces are the three cases which form the basis of this paper, both by reason of 
the clinical appearance and manifestations and by that of the histologic picture. 
Howarth gives the histories of the three cases and then shows that microscopically 
the small portions of tissue removed from the palate suggest that all three are 
examples of the same condition and that this condition is one which closely 
resembles the precancerous dermatosis of Bowen. Since certain filtrable viruses 
affecting human epidermis produce overgrowth of tissue and papillomatous lesions, 
it was thought worth while to examine the sections from these three tumors for 
evidence of the activity of a virus. In the sections from one of them undoubted 
nuclear inclusions were found in the nuclei of many of the tumor cells. The 
inclusion was a homogeneous or granular acidophilic mass occupying the major 
portion of the nucleus and separated from the nuclear periphery by a clear halo; 
there was well marked margination of the chromatin. The inclusion thus possessed 
the characteristic features of a nuclear inclusion of type A and was similar to 
those produced by the viruses of such diseases as herpes zoster, varicella and 
pseudorabies. In attempting to estimate the significance of this finding it has to 
be borne in mind that, although there is no good evidence that nuclear inclusions 
of this type can be produced experimentally except by means of a filtrable virus, 
several workers have recently observed nuclear inclusions in the tissues of man 
and other animals apart from any manifest disease. If, then, nuclear inclusions 
are to be accepted as evidence of the presence of a virus, it has to be admitted 
that viruses may on occasion be present in thé tissues of man and other animals 
without producing disease. From this it follows that the finding of nuclear inclu- 
sions in this tumor may have no etiologic significance and may point merely to 
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the chance presence of a virus which as a visitor had taken up its residence jn 
these cells. When one recalls that Levaditi and Nicolau found that actively multi- 
plying tumor cells provide an especially suitable environment for certain viruses, 
particularly that of vaccinia, and that a considerable percentage of persons carry 
the virus of herpes in their mouths, the fortuitous presence of a virus in a tumor 
in the mouth is a possibility which cannot readily be overlooked. 


Eprtor’s Apstract. [ARcH. OTOLARYNG.] 


Some Notes ON THE TREATMENT OF EpPIDERMOPHYTON INFECTION. A. WHITFIELD, 
J. Trop. Med. 37:353 (Dec. 1) 1934. 


While cures are difficult to obtain in cases of epidermophytosis, Whitfield’s 
experience leads him to believe that cures may be obtained in the majority of cases 
uncomplicated by infection of the nails. 

The obstinacy of the infection appears to him to be due to two factors: (1) the 
position of the fungi, which are deeply embedded in the horny layers of the skin, 
especially in the palms, soles and nails, and (2) the development of a spore which 
has thick walls and is highly resistant to all treatment. 

For prevention of infection Whitfield especially warns against contact of bare 
feet on any floor, as, in his opinion, the most fertile sources of infection are the 
bathroom floor and mat and the bedroom carpet. The enameled bath is not con- 
sidered to be a source of infection. Clothing should not be borrowed; all under 
wear should be thoroughly sterilized, and the use of towels should be avoided in 
drying the feet. 

In the consideration of therapeutics, the author believes treatment with iodine 
to be rather painful and not very efficient. He has, however, found that some fresh 
infections may be cured by first scrubbing the site with 2 per cent silver nitrate 
and then painting it with a weak solution of iodine. 

Chrysarobin is said to be efficient but should be used in ointment form and 
not in solution. It should never be used in the anal region; its chief value is for 
the treatment of acute, fresh vesicular lesions on the toes. 

Whitfield warns that in using his ointment the original ointment base should 
be adhered to, i. e., soft paraffin and oil of cocoanut or that mixture plus hard 
paraffin. A modification of his formula consists in dissolving the benzoic and 
salicylic acids in acetone and alcohol. 

Whitfield has found a paint containing fuchsin and resorcinol to be only slightly 
irritating, but he has not had great success with that preparation. Potassium 
permanganate 1: 1,600 is useful in clearing off much of the infection, especially in 
cases in which denudation of the sensitive mucous layer has occurred. Copper and 
iron have both been used in chronic and rebellious cases, the former being quite 
efficacious in the following formula: copper nitrate, 40 grains (2.6 Gm.) ; benzoic 
acid, 1%4 drachms (5.6 cc.); acetone, 1%4 fluidounces (45 cc.); alcohol containing 
wood alcohol, 514 fluidounces (153 cc.), and distilled water, 8 fluidounces (236 cc.). 
This. preparation should be applied once daily. 

Sulphur is valuable but difficult to obtain in suitable form. In cases of infections 
of the nails ablation is the most rapid method, but in some cases a continuous appli- 
cation of double strength Whitfield ointment covered with adhesive tape will gradu- 
ally soften the nails and allow their removal. 


Tue Lupow Variety oF CuTANEOUS LEISHMANIASIS. J. M. H. McLeop, J. Trop. 
Med. 37:358 (Dec. 1) 1934. 


In the patient whose case forms the basis of this report the lesion had been 
present on the cheek for two years. In all its clinical manifestations it resembled 
cutaneous tuberculosis, but when it was removed the Leishman-Donovan bodies 
were discovered. 
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The general histologic structure of the granulomatous process resembled that 
vhich is found in the early stages of a tuberculous infection of the corium, but the 
typical architecture of the latter type of lesions was absent. 

This type of leishmaniasis is resistant to injections of an antimony preparation, 
but local destruction removes the lesion with little scarring. 


SoME RECENT ADVANCES IN DERMATOLOGICAL THERAPEUTICS. R. M. B. MCKENNA, 
J. Trop. Med. 37:369 (Dec. 1) 1934. 


In the attempt to improve the efficiency of dermatologic therapeutics one should 
ot forget that the measures should be not only rapid but safe. The sometimes 
injudicious attempt to sacrifice safety for the sake of speed is exemplified in the 
use of thallium acetate for the treatment of tinea capitis instead of roentgen irradia- 
tion or local measures. McKenna warns against using this drug without weighing 
the patient accurately and against overstepping the dose. A child requiring a dose 
of more than 250 mg. should not receive thallium acetate but should be treated by 
roentgen irradiation. 

Carbolfuchsin paint, alternating with Whitfield’s ointment or some variant as 
necessary, is recommended’ for infection caused by Epidermophyton. The author 
mentions the great value of bismuth in the treatment of syphilis and yaws and its 
increasing use in the treatment of lupus erythematosus. He believes that bismuth 
by predilection attacks Bacillus tuberculosis, and he thinks that it would be of great 
help if a bismuth preparation could be found for intravenous use. It is also pos- 
sible that bismuth may prove of value in the treatment of leprosy. 

In cases of furunculosis the treatment by autohemotherapy is valuable. From 
3 cc. to 20 cc. of blood is injected intramuscularly. Injections of milk are also 
recommended, but it is in the treatment of erysipelas that milk is most valuable. 
Injections can be made intramuscularly, or they can be made parallel to and about 
1%4 inches (3.9 cm.) from the spreading border. A milk preparation for use in 
nonspecific protein therapy or cow’s milk which has been boiled for four minutes, 
cooled and strained may be used. 


PiInTA: NoTES ON A CASE OccurRRING IN Ceylon. S. E. FERNANDO, J. Trop. 


Med. 37:375 (Dec. 1) 1934. 


The case reported is believed to be the first case of pinta originating in Ceylon. 
In a Malay girl, aged 11 years, there developed lesions on the cheek and ear; 
these lesions began as a small black patch four years before the patient came under 
observation. Later they became reddish, and still later the center appeared whitish. 

Aspergillus was found on culture. Experimental inoculations of the cultures 
into man were unsuccessful. 

Cure was effected in six months by an application of resorcinol and salicylic 


acid in ointment form. Jamieson, Detroit 


NECESSARY DISTINCTION BETWEEN ERYTHEMA ANNULARE CENTRIFUGUM OF 
DARIER AND ERYTHEMA CHRONICUM MIGRANS OF AFZELIUS-LIPSCHUTZ. 
TOURAINE and SoLeNTE, Ann. de dermat. et syph. 5: 361 (April) 1934. 


Erythema annulare centrifugum of Darier and erythema chronicum migrans of 
Lipschutz, though they have one feature in common and are often confused, are 
dissimilar conditions and should be recognized as such. The one point which they 
have in common is the erythematous ring which enlarges by peripheral extension. 
Otherwise they differ. In erythema annulare centrifugum the lesions are 
numerous. They attack the trunk and the pelvic girdle. Each extends peripherally 
to a diameter of from 3 to 5 cm. and then breaks up into segments of circles 
which by coalescing with their neighbors form garlands, festoons and arabesques, 
which disappear in from two weeks to four months. But the appearance of new 
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lesions prolongs the malady so that it may become chronic and last for months 
or even years. The erythematous rings sometimes desquamate and sometimes itch. 
Occasionally vesiculation may give rise to confusion with Duhring’s disease. It is 
“a cutaneous reaction of general cause, more often toxic or toxic-infectious.” 

Erythema chronicum migrans, on the other hand, consists of a single erythem- 
atous ring (rarely two or three rings are present) and appears habitually on th 
extremities, particularly the lower. This ring does not multiply; it remains 
solitary but extends excentrically until it attains enormous dimensions before 
breaking up and gradually disappearing. The duration is generally from six to 
eighteen months. There is no desquamation, no vesiculation and no itching. It is 
apparently due to a local rather than to a general cause. The bite of insects has 
been incriminated. 

Touraine and Solente suggest that the terms “Darier type” and “Lipschutz 


ype” used to distinguish the two conditions. : = 
‘YI be used to disting Ganpy, Houston, Texas. 


Use oF TRYPARSAMIDE IN THE TREATMENT OF TABETIC Optic AtropHy. D. LEgs, 
Ann. d’ocul, 171:449 (May) 1934. 


Since February 1927 Lees has employed tryparsamide (pentavalent arsenic) 
in the treatment of neurosyphilis. Tabetic optic atrophy occurred in 8 per cent 
of the cases. To avoid the Herxheimer reaction associated with this treatment, 
Lees preceded the tryparsamide therapy with the administration of iodide for fifteen 
days, followed by injections of a bismuth preparation for approximately a month. 
Tryparsamide therapy was begun with intravenous injections of 0.5 Gm. The dose 
was gradually increased, the subjective and objective symptoms (visual fields and 
visual acuity) being observed. The dose was not increased over 2 or 3 Gm. The 
injections were given weekly. The treatment was interrupted by periods of rest. 
The disturbances observed in a small number of cases are not, in Lee’s judgment, 
sufficient to abandon a treatment which, if cautiously administered, will cause real 
improvement or stabilization of the disease, more from the ocular than from the 
neurologic point of view. 

BERENS, New York. [Arcu. Neuro. & Psycurat.] 


Tue INFLUENCE OF ULTRAVIOLET RAys ON EryTHEMA Noposum. D. Moritz, 
Arch. de méd. d. enf. 37:476 (Aug.) 1934. 


P. Woringer classified the cutaneous reactions seen in the course of various 
infectious diseases as immunizing and allergic; an example of the former is the 
response of the skin to vaccination against smallpox, while the latter is represented 
particularly by the reaction of infected subjects to tuberculin. 

That certain factors influence the reactivity of the skin has long been recog- 
nized. For example, heat augments the intensity of vaccination, while cold 
inhibits it; viosterol, either applied locally or administered by way of the gastro- 
intestinal tract, diminishes the reaction to tuberculin. Among these agencies, both 
stimulating and restraining, the role of irradiation is the best known. Bentivoglio 
first demonstrated that the cutireaction to tuberculin is less intense on skin recently 
exposed to the ultraviolet rays than on areas not subjected to irradiation; Woringer 
observed the influence of ultraviolet rays on cutaneous reactions, both immunizing 
and allergic, and found that the former were accelerated and the latter impeded 

Erythema nodosum is a disease of the skin the etiology of which is still a 
matter of dispute. Although the majority of writers, particularly pediatricians, 
consider it a cutaneous manifestation of tuberculosis, there are some, notably 
dermatologists, who classify it as a specific infectious disease. To determine in 
which category—immunizing or allergic—erythema nodosum belongs, Moritz of 
Budapest carried out some experimental work on a suitable subject. The entire 
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dy with the exception of one lower limb was wrapped in black linen and exposed 
iily to the ultraviolet rays. It was found that the involution of the nodules was 
uch more rapid on the area exposed than on the parts which were covered and, 
irthermore, that new crops of nodules were more rare and the eruption was less 
tense on the parts irradiated. The action of ultraviolet radiation, then, is the 
ime in this disease as in the tuberculin reaction, and this finding justifies the con- 
lusion that there is evidently a marked resemblance in the mechanism of these 
enomena. Moritz argues for the recognition of erythema nodosum as an allergic 
action to a tuberculous organism, which may be provoked by both specific and 


nonspecific factors. AmESSE, Denver. [Am. J. Dis. CHIzp..] 


SYPHILITIC CHANCRE OF THE INTERNAL ANGLE OF THE Eye.ip. J. Gaté and 
L. Genet, Bull. Soc. franc. de dermat. et syph. (Réunion dermat.) 41: 553 
(April) 1934. 

Because of the rarity of its occurrence a case of chancre of the eyelid is 
reported. The lesion was situated at the internal angle of the left upper eyelid, 
ind its appearance was followed by the development of a satellite submaxillary 
idenopathy, secondary eruption and positive reaction of the blood. The mode of 
infection was not definitely known, but it was assumed that the patient in her 
work as a hairdresser probably transferred the contamination from an infected 
person by way of the fingers. 


RECENT Lupus ERYTHEMATOSUS: PAPULONECROTIC TUBERCULIDS OF THE SCALP. 
J. Gaté and P. Curieret, Bull. Soc. frang. de dermat. et syph. 41: 580 
(April) 1934. 

In a patient successfully treated for facial lupus erythematosus typical papulo- 
necrotic tuberculids developed on the scalp, a region rarely affected by such lesions. 


TREATMENT OF SMALL CUTANEOUS TUMORS BY CRYOTHERAPY AND DIATHERMY 
SYSTEMATICALLY ASSOCIATED. M. Duranp, Bull. Soc. frang. de dermat. et 
syph. 41: 587 (April) 1934. 

In treating small lesions of the skin, especially stellate angiomas, Durand has 
found it of advantage to freeze the lesions lightly with carbon dioxide snow before 
touching them with the diathermy needle. When such preliminary anesthesia is 
used even children make no protest. The method is applicable in the treatment 
of many types of small lesions. 


PSEUDOPELADE OF Rapip Course. M. P. LANZENBERG, Bull. Soc. frang. de dermat. 
et syph. (Réunion dermat. de Strasbourg) 41:593 (April) 1934. 


A case of alopecia cicatrisata of only seven months’ duration and involving the 
scalp extensively is reported. The peculiar interest of the case lay in its rapid 
course, this disease being characteristically slow and insidious in its development. 
As is usually the case, a thorough examination of the patient gave no clue to a 
possible etiology. 


GENERALIZED LICHEN Nitipus CurED BY THERAPY WITH TUBERCULIN. GOUGEROT 
and Burnier, Bull. Soc. frang. de dermat. et syph. 41:650 (April) 1934. 


A patient with generalized lichen nitidus, the diagnosis of which was clinically 
and histologically indisputable, gave intense local and focal reactions when tested 
intradermally with tuberculin, and the lesions disappeared completely under treat- 
ment with tuberculin, a result which Gougerot and Burnier regard as a certain 
proof of the tuberculous nature of this condition. 
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JUXTA-ARTICULAR NopES AND TuBERCULOsIS. J. GADRAT and SALVADoR, Bul 
Soc. frang. de dermat. et syph. 41:668 (April) 1934. 


Gadrat and Salvador report their observation on a nonsyphilitic patient wh. 
had juxta-articular nodes in association with tuberculosis. The case supports th: 
view championed by some authors that these nodes may be a manifestation 
tuberculosis as well as of syphilis, though they are habitually seen in the latte: 
disease and are considered pathognomonic by many observers. 


TREATMENT OF EpipeEMIC PEMPHIGUS OF THE NEW-BorRN BY APPLICATION OF 
SILveR NITRATE AND ULTRAVIOLET RADIATION (METHOD oF HULDCHINSKY 
V. CatHata and J. Meer, Bull. Soc. frang. de dermat. et svph. 41:673 (April) 
1934. 


Huldchinsky has shown that if silver nitrate after its local application is reduced 
by exposure to a source of light rich in ultraviolet rays its antiseptic action is 
enhanced. Cathala and Meyer recommend the method in the treatment of bullous 
impetigo of the new-born. A 3 to 5 per cent solution is painted over the ruptured 
bullae, and its reduction by ultraviolet irradiation is rapid, no erythema being 
necessary. It was found that many infants needed only two or three such treat 
ments, though some required as many as six, given over a period of eight days. 
No infant was hurt by the treatment. Two points were impressive, namely, 
(1) the swiftness of the epidermic regeneration over large excoriated surfaces and 
(2) the rapidity with which the black spots of silver nitrate disappeared from 
around the bullae—they generally subsided in three days, while it takes twelve 
days or more for such stains to disappear from healthy adult skin. In the discussio 
Jausion states that the method was originally intended for rebellious eczema and is 
particularly applicable to ulcers resulting from varicose veins. 


INTRAVENOUS ADMINISTRATION OF MercurRIC CYANIDE IN CASES OF STOMATITIS 
Due To BismutH. L. LesourG and C. Prunet, Bull. Soc. frang. de dermat. 
et syph. 41:690 (April) 1934. 


Lebourg and Prunet advocate the intravenous use of mercuric cyanide in the 
treatment of stomatitis due to bismuth and claim that it hastens recovery from 
this complication, healing of the lesions being markedly accelerated, and at the 
same time provides a continuation of treatment by a heavy metal. Injections are 
given every day or every other day in dosage of 0.1 Gm. Lebourg and Prunet 
have tried the method on a score of cases and found it of great aid. 


Ganpy, Houston, Texas. 


(GENITOSCLERODERMIC SYNDROME AND CATARACT (ROTHMUND’S DisEAsE). <A. Russo, 
Ann. di ottal. e clin. ocul. 62:646 (Aug.) 1934. 


The literature on the association of cataract with scleroderma, first described 
by Rothmund in 1868, is reviewed. Symptoms of endocrine imbalance and laryn- 
geal disturbances are frequently present, and the disease is often familial. Russo's 
patient, a man of 35, noted an aphonia at the age of 15; thereafter the voice 
remained rough and high-pitched. At 18, the cutaneous condition appeared on the 
feet, with ulcers and extensive callus formation. At 22, a visual disturbance was 
noted, which soon involved both eyes. When the patient was first seen by Russo, 
vision was 1/60 in the right eye and 1/16 in the left. Disk-shaped opacities were 
present in the posterior cortex of each lens, and there were peripheral wedge- 
shaped cortical opacities and fine punctate opacities under the anterior capsule. 
The skin was everywhere atrophic, with characteristic patches of thickening and 
discoloration, especially on the hands and feet. Almost no hair was present on the 
body, and the face was devoid of a beard. The genital organs were infantile. The 
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hlood calcium was low (8.6 mg. per hundred cubic centimeters). Latent tetany 
vas demonstrated by positive Chvostek and Erb signs. No other cases existed in 
e patient’s family. 

The similarity of the changes in the lens to those present in parathyroid tetany, 
rickets and myotonic dystrophy is noted, and the significance of a disturbance in 
alcium metabolism in these conditions as a cause of the changes in the lens is 
emphasized. Russo discusses the effect of disturbances of the genital organs on 
iicium metabolism, though insufficiency of the parathyroid glands may also be 
present in this and other cases and is, perhaps, the primary cause of Rothmund’s 
syndrome. <A bibliography is supplied. 

GirrorD, Chicago. [ArcH. OprHutH.] 


ERYTHEMA NopoSUM AND TUBERCULOSIS. PAscUAL R. Cervinrt and GUILLERMO 
A. Bocant, Arch. argent. de pediat. 4:660 (Sept.) 1933. 


The authors report fourteen cases of erythema nodosum in children ranging in 
age from 2 to 12 years. All the patients showed definite evidence of tuberculous 
infection, mostly pulmonary lesions. Biopsy of a nodule was performed in one 
ase, and the tubercle bacillus was demonstrated in the lesion. 


ScuLutz, Chicago. [Am. J. Dis. CHILp.] 


SyrINGOMA. S. YAMADA, Hifu-to-Hitzunyo 3:5 (Feb.) 1935. 


Yamada reports the cases of a 25 year old woman and a sister and a brother 
f that patient, aged 42 and 50, respectively. The cysts were scattered throughout 
the cutis, and histologically the clusters of cells and the strands from which they 
seemed to take origin presented the typical picture of syringoma. Moreover, 
normal excretory sweat ducts were recognized within the tumor tissue and 
connected with the surface of the skin. 

The regions particularly affected by the development of these tiny brownish 
hard nodules seemed to be the lower eyelids and the retro-auricular regions, 
although the forehead and face and even the chest and back were at times involved. 
Some success in treatment was secured by the use of roentgen rays. Photo- 
graphs accompany the article and give a characteristic picture of the condition. 


fue M. H. H. Serocnemicat REAcTION FoR Leprosy. H. Hayata, Hifu-to- 
Hitsunyo 3:29 (Feb.) 1935. 


In the February issue of the ArCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
31: 242, 1935), there is abstracted the report which Hayata, in collaboration with 
Seigo Minami and K. Hikiji, made on the clinical application of a new test for 
leprosy. The abstract did not give the technic, as it was thought that the readers 
would already be familiar with the technic of the Fuchs-CaR (carcinoma reaction) 
described by Fuchs and Falkenhausen (Biochem. Ztschr. 245: 304, 1932). The 
irticle by Hayata reports Kodama’s method of colorimetric quantitative deter- 
mination of residual nitrogen, which the author now uses in place of the Fuchs’ 
nesslerization method, the new method being an improvement both as to time of 
performance and as to cost of materials. 


\ CASE OF ERYTHRODERMA EXFOLIATIVUM AcuTUM. S. Minamt and K. OWASI, 
Hifu-to-Hitsunyo 3:54 (Feb.) 1935. 


Following a two week course of treatment with sulphonmethane a 38 year 
ld hysterical woman had fever, an eruption involving the arms, the back and the 
loins and enlargement of the retro-auricular, submental, axillary and inguinal 
glands. The eruption spread over the entire body, and the condition resembled 
scarlet fever except that the rash did not spare the circumoral region and that 
there was no sore throat or strawberry tongue. On the extremities the erythema- 
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tous points coalesced into patches with a bluish tinge in the center, resembling 
erythema exsudativum multiforme. On the fourth day the fever disappeared; the 
eruption regressed, and a fine desquamation terminated the process. 

This condition returned on the fifth day after convalescence; it appeared 
again on the ninth and on the twenty-third day and finally three and one-hali 
months later; each exacerbation, however, was milder in its manifestations. 


SUPERFICIAL BLASTOMYCOSIS OF THE SKIN RESEMBLING EczEMA MARGINATUM., 
T. Artsu, Hifu-to-Hitsunyo 3: 129 (April) 1935. 


Eczema-like superficial blastomycosis of the skin has not been previously, 
reported. One case, occurring in a middle-aged woman, involved the axillae and 
the inguinal regions, and another, that of a middle-aged man, affected the genito- 
crural folds. In both cases the large, sharply delimited plaques with their elevated 
borders, dark reddish pigmentation and fine scaling resembled eczema marginatum, 
except in the fact that there was no clearing in the center of the plaque such as is 
seen in the latter condition. Preliminary studies of the morphology, pathologic 
reaction in animals and fermentative action on sugars place one of the causativ: 
organisms in a class with Myceloblastanon cutaneum Oto (1924) and the other with 
Myceloblastanon gifuense Taniguti (1925). 


A TypicaL CASE oF SporotricHosis. T. Kospayasi, Jap. J. Dermat. & Urol. 36: 
665 (Dec.) 1934. 


In a woman, aged 51, a painless verrucous lesion developed on the back of 
the left hand. Sixty days later numerous lentil-sized nodules situated beneath the 
skin had developed on the extensor surface of the left forearm as far as th 
elbow. Some assumed a livid red pigmentation, broke down and left granulating 
ulcers emitting a small amount of viscid secretion. 

The cultural and morphologic characteristics of the causative organism aré 
given in tables in German and in excellent photographs and sketches; thes 
characteristics place this spore-bearing, mycelial organism in the category of 
Rhinotrichum Corda (1837) and correspond closely to the characteristics of Rhino- 
trichum Beurmanni (Sporotrichum Beurmanni Matruchot and Ramond [1905]). 


THe Serum ANTITRYPSIN IN Various DermaToses. I. Miyake and K 
YosHIoKA, Jap. J. Dermat. & Urol. 37: 139 (Feb.) 1935. 


The antitrypsin content of the blood serum (Pfeiffer’s method) is increased 
in patients with inflammatory pyogenic dermatoses; the increase parallels the 
intensity of the inflammatory manifestations, and a return to normal content 
coincides with recovery from the inflammatory condition. 

The Latin name and the number of cases of each condition studied are given 
in the form of tables. 


TUBERCULIN EXANTHEMS. S. YAMAMOTO, Jap. J. Dermat. & Urol. 37: 179 (Feb.) 
1935. 


The cutaneous changes induced by inoculations of tuberculin may be classified 
as follows: (1) changes at the point of inoculation, (2) flaring up of an already 
present cutaneous tuberculosis, (3) development of cutaneous tuberculosis at the 
point of inoculation, (4) occurrence of various types of eruptions at the point of 
inoculation or in other, previously normal, areas and (5) return at the point 
of inoculation of manifestations which had disappeared. The author classifies in 
the fourth group tuberculin exanthem in the narrow sense. 

Nine cases are briefly reported. They are all from the clinic for ocular dis- 
eases, and in all, the patients were being given inoculations of tuberculin prepared 
in the Kitasato Institute. The inoculations were given for suspected tuberculous 
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litions of the eye. The manifestations following the inoculations ranged from 
mere erythema spreading out from the point of inoculation upward to the 

ulder and downward to the forearm (in one patient who had slept on the 
nd the erythema appeared as a hand imprint on the left leg) to erythema 
curring anywhere on the body except on the palms and soles and in the genital 

region. Some patients had papular patches and red edema with vesicles scattered 
ver the involved surface, and one had large blebs. 

The Pirquet reaction was always positive (in one case it became negative 
iring the eruptive period) and there were mild eosinophilia and dermographism. 
he microscopic observations gave no specific results. 

The condition is regarded as a result of sensitization to tuberculin as reported 

the literature, but the momentary, transient character of the phenomenon is 

t borne out by the author’s experience: In his cases the condition remained 

returned, at times for a period of several weeks or even of several months. 


So-CALLED SypHitts INSONTIUM IN JAPAN. K. Sarto, Jap. J. Dermat. & Urol. 
37: 291 (March) 1935. 


\ statistical study of the fifty-three reliably demonstrated cases of syphilis 
tracted innocently reported in Japan from 1898 to 1934 shows that the most 
mmon portal of entry is the breast, the incidence for that path of infection 
being 36.4 per cent. The disease was transmitted by way of the fingers in 12.7 
per cent, by way of the lips and angles of the mouth in 10.9 per cent and by 
vay of the eyelids in 5.5 per cent of the cases. 

The author’s case was that of a housewife who nursed a congenitally syphilitic 
hild and two months later showed a characteristic papulosquamous generalized 
syphilid and a positive reaction of the blood. The husband and three older 
hildren showed no evidence of the disease; the two younger children (girls aged 
3 years and 7 months and 1 year and 11 months, respectively) had positive reactions, 
ind the generalized adenopathy which was manifest in them regressed under 
appropriate treatment. 

The mother had continued to nurse her two younger children for about two 
veeks after commencing to nurse the syphilitic child. No chancres were visible 

the mother or in the two children. 


Lupus CARCINOMA AND Lupus Sarcoma. M. AMAGASAKI, Jap. J. Dermat. 
& Urol. 37:305 (March) 1935. 


The chief interest in the two cases reported by Amagasaki is the fact that 
ich is the first of its kind to be reported in Japan. The lupus carcinoma was a 
pical squamous cell epithelioma, and the lupus sarcoma presented the charac- 
ristics of a fibroplastic sarcoma in its upper part and those of a lipoplastic 
arcoma in its lower part. Each tumor involved the cheek near the mouth in an 
irea of cicatricial tissue and incompletely healed granulations of lupus vulgaris of 
any years’ standing. In neither case was the primary focus of tuberculosis 
und nor were any metastases observed. 


SENSITIZATION OF GUINEA-PiIGS TO RHUS VERNICIFERA AND TO JAPANESE AND 
CHINESE Lacguers. Y. KopayAsnui, Jap. J. Dermat. & Urol. 37:479 
(April) 1935. 


The crude Japanese and Chinese shellacs and the alcohol-ether extracts of the 
‘resh leaves of Rhus vernicifera were applied to the skin of and injected intra- 
utaneously and subcutaneously into guinea-pigs, and later the animals were tested 
‘or sensitization to the corresponding product. The effects were the usual ones and 
were rather uniform, but they were not so pronounced as in the reactions of the 
human skin to poison sumac (poison ivy) and were less pronounced in the animals 
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tested with the extract than in those tested with the crude sap product. The tesi 
consisted in applying or injecting into or through (subcutaneously) the skin of a 
nearby area a 1 to 10 per cent solution of the preparation used in sensitizing. A 
positive reaction was denoted by a diffuse erythema, beginning at times within four 
hours, reaching its acme within forty-eight hours and disappearing after from thre 
to five days, the control animal showing no reaction whatever. In many of the 
animals one preparatory application was sufficient, but the most pronounced sensiti- 
zation occured after from two to four applications. The animal could usually be 
rendered sensitive with daily applications of the 1 to 10 per cent solutions alone in 
from five to nine days. The sensitized animals could be brought back to normal by 
continued applications of the concentrated extract, but in order to bring about 
such a result the applications had to be continued for a considerable length of time. 

The allergic state when once induced extended throughout the entire body of 
the animal affected, but the transference method of Prausnitz and Kiistner and that 
of Lehner and Rajka and the method of Naegeli, de Quervain and Stalder failed 


to produce results. J. W. Brennan, Chicago. 


CHARACTERISTICS OF DISEASES OF THE SKIN IN THE Buryat-Moncot Repusii 
IN Soviet Russia. R. BrAupeE and S. GrscHesin, Acta dermat.-venereol. 15: 
436 (Oct.) 1934. 


The authors, who participated in the Soviet-German expedition for the study 
of syphilis in 1928, describe the most common cutaneous diseases in the Buryat- 
Mongol Republic. Among 3,000 patients, 57 had cutis verticis gyrata. The 
majority of the cases occurred in persons from 40 to 50 years of age. The prob- 
able etiology was congenital malformation. 

Baldness is rare among the natives. The so-called mongolian spots are found 
on the skin of nearly all infants. The spots appear mostly at the age of from 


2 to 3 weeks and begin to disappear after the child reaches the age of 1 or 2 
years. Children of mixed parentage (Mongolian and Russian) seldom present 
these spots. 

Hard calcified nodules were often seen on the ear lobes of Mongolians. Leuko- 
plakia occurs often in the Buryat-Mongol Republic, not only in men but also in 
women, and, according to the authors, it is due to the intensive smoking in which 
both men and women indulge. 


EczeMA. FeLix Matinowski, Acta dermat.-venereol. 15: 472 (Oct.) 1934. 


Malinowski describes the histologic picture of eczema and cites at length the 
different theories as to its etiology. He discusses the predisposition of the body 
and its hypersensitivity to one or more external or internal factors. The allergic 
theory explains the extreme sensitivity of the skin in eczema and the inclination 
to recurrences. Different chemicals, different parasites, bacteria and their toxins, 
physical factors, such as light, cold and heat, different products of the decom- 
position of the body albumin and also the products of digestion and metabolism— 
all these may cause eczema. 

There is often a close relationship between physical and chemical irritants. 
Toxins produced by parasites and pyogenic micro-organisms may act as chemical 
agents, sensitize the skin and produce extensive and stubborn eczema. Sometimes 
not the food itself but the chemical constituents into which it is split up in the 
digestive canal, which are absorbed separately, may cause the sensitization of the 
skin. Increase of the uric acid, urea, nitrogen and sugar contents of the blood 
may cause a general sensitization. Acidification leads to the diminution of calcium 
in the blood and results in an increase of the activities of the vagus nerve and a 
tendency of the tissues to exhibit inflammatory reactions. Alkalinization has the 
opposite effect. Disturbance in the endocrine and nervous systems may also cause 
the appearance of eczema. 
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Especially important is the vegetative nervous system, which, together with 
1e reticulo-endothelial system, plays an important role in processes of immuniza- 
tion and in the production of allergy. The author also discusses the relationship 
tween eczema and urticaria, the differences between them and the importance 

the allergic theory in the etiology of eczema in connection with the therapy. 


\STRACHAN, New York. 


<PERIMENTAL INVESTIGATION ON THE PRESENCE OF ARSPILIENAMINE IN THE 
Agurtous Humor Arter INTRAVENOUS INJECTION. TsuCHIYA, Acta soc. 
ophth. jap. 38:106 (July) 1934. 


The presence of arsenic in the aqueous after intravenous injection of arsphen- 
imine has been the subject of repeated experimentation. Tsuchiya made examina- 
tions for arsenic in the aqueous and in the cerebrospinal fluid after intravenous 
njection of arsphenamine and found that one, two, four, eight, twenty-four and 
forty-eight hours after the injection there is no trace of arsenic in the first aqueous, 
hut that it is definitely present in the second, or regenerated, aqueous. The amount 
found in the second aqueous depends on the concentration of arsenic in the blood. 
It is found only for a short time after the injection, and after forty-eight hours no 

ore arsenic can be found either in the blood serum or in the aqueous. 


Knapp, New York. [Arcu. Orntu.] 





Society Transactions 


NEW ENGLAND DERMATOLOGICAL SOCIETY 
J. Harper Bvatspett, M.D., Secretary 
Feb. 12, 1935 


Rupotpw Jacosy, M.D., President 


SCHAMBERG’S DisEAsE. Presented by Dr. C. Guy LANg, Boston. 


W. B., a man aged 27, has had a dermatosis over the dorsa of the feet, the 
lower portion of the legs, the thighs, the buttocks and the lower portion of the 
back for six weeks. 

Over the aforementioned regions there is a patchy reddish-brown eruption. On 
close examination one can see numerous small punctate petechiae scattered through- 
out the lesions. The lesions do not blanch on pressure. 


DISCUSSION 

Dr. C. Guy Lane, Boston: I saw the patient for the first time this morning. 
The condition is far more like Schamberg’s disease than like anything else. It 
is much more extensive and acute than in any other case I have seen. It is pro 
gressive, and there is pigment in small patches with many cayenne pepper-like 
markings, although the pigmentation is not especially marked about the periphery 
of the lesions. 

Dr. Harvey P. Tow tet, Boston: As one looks at the eruption it changes from 
old to new lesions; from the lower portion of the legs to the thighs and to the 
buttocks certain peculiar things are noticeable. On pressure the pigmentation does 
not disappear from the old lesions on the lower portion of the legs, but it does 
more or less subside on the thighs, where the eruption is newer, and it disappears 
almost entirely on the buttocks, where the eruption is newest. There is also an 
inflammatory element, more manifest in the recent lesions. On the lower portion of 
the legs it has subsided and left pigmentation. I rather doubt the correctness of 
the diagnosis. I am inclined to favor:a diagnosis of parapsoriasis. 

Dr. E. LAwreNcE OLiver, Boston: I think that there is an endocrine element, 
a hypothyroid condition. Whether that has anything to do with the cutaneous 
condition, I do not know. I saw a similar case recently. 


Lupus VULGARIS AND CARCINOMA OF THE Epiciottis. Presented by Dr. E. 
Lawrence Oliver, Boston. 

A. H., a man aged 56, one year ago began to feel a mass and a small swelling 
in the throat near the base of the tongue. There was no inflammation over the 
glands. He lost his voice for a few days. He had lupus vulgaris on the forehead 
for seven or eight years. , 

There is an area double the size of a palm on the center of the head. The 
border is made up of red maculopapular lesions.and some gray adherent scales. 
The center is lighter and more scaly. There are many gaping follicles and some 
atrophy. There is a small lesion which Jooks like an early lesion over the left eye. 


DISCUSSION 
Dr. E. LAwrence Ottver, Boston: I presented this patient because of the 
unusual situation of the lupus vulgaris, which began on the scalp, the age of the 
patient, and the type of onset. The patient also has a leukoplakic tongue. It is 





SOCIETY TRANSACTIONS 653 


likely that he has had syphilis, judging by the appearance of the tongue. There 

a rather large carcinoma of the epiglottis, which is being treated with heavy 
loses of roentgen radiation. The patient has lost no weight. A biopsy of material 
from the lesion on the epiglottis showed carcinoma of grade 2, indicating that the 
sion is rather benign and may respond fairly well to treatment. I do not know 
definitely whether the patient ever had syphilis. The biopsy of the lesion of the 
calp was said to show tuberculosis, and there is no doubt as to the correctness 
f the diagnosis of lupus vulgaris. 


A 


BenicN Cystic EpirHetioMa. Presented by Dr. E. LAwreNcE OLiIver, Boston. 


Rk. E., a man aged 26, states that four months ago he first noticed a swelling 
under the left eye after he rode in a bus. The next day the other eyelid was 
involved. The condition spread gradually over the face and forehead. 

The patient was seen for the first time on Jan. 18, 1935, at which time the 
findings were the same as now. There were discrete, shotty papular lesions. A 
plaque was present under each eyelid. The postauricular glands were involved. 

The patient has diabetes and has been taking 52 units of insulin daily. At 
present his urine is nof entirely sugar-free. 


DISCUSSION 

Dr. E. LAwreENCE Ottver, Boston: This patient has diabetes. I do not believe 
that that has any bearing on the cutaneous condition. Lately it has spread rapidly, 
but apparently it is at a standstill now. I think that its development fits in with 
the history of some cases of multiple benign epithelioma. Biopsy has not been made 
as yet, and when one is made it will give additional information. I suggest destroy- 
ing the lesions by electric desiccation. 

Dr. Ettwoop C. WetseE, Bridgeport, Conn.: Since biopsy has not been made, 
I wish to commit myself and suggest a possible diagnosis of lupus miliaris dis- 
seminatus faciei. The age of onset rather contraindicates the diagnosis of multiple 
benign cystic epithelioma. This condition has come on rather rapidly. Under 
slight pressure with the diascope many of the lesions give the impression that an 
apple jelly-like change is present underneath; some of the lesions are capped with 
fine scales, suggesting involution. I have never seen a condition of this type (lupus 
miliaris disseminatus faciei) in a white male patient. I should like to hear a 
report on the biopsy at the next meeting. 


Lupus Vutcaris. Presented by Dr. E. LAwrence OLiver, Boston. 

F, D., a man aged 25, had pulmonary tuberculosis from November 1932 to 
November 1933, during which time he was in a sanatorium at Rutland, Mass. 
His present dermatosis is of fifteen years’ duration. The report from the sana- 
torium in Rutland, Mass., states that the patient was discharged on Nov. 23, 1933, 
at which time his pulmonary condition was considered to be quiescent. He received 
artificial pneumothorax therapy. Until lately he was apparently in fairly good 
condition; he was engaged in part time work. However, it had been noticed that 
he had lost weight. His sputum had been normal since January 1933. 

There is a group of yellow-brown cutaneous nodules in the region of the left 
anterior axillary fold. A flat area about 2 cm. in diameter is present, and the 
yellow-brown nodules are grouped about its circumference. The central portion is 
atrophic and slightly depressed. The whole area is covered with fine scales. 


DISCUSSION 
Dr. E. LAwreNce O iver, Boston: I think that excision is advisable in this 
case, though I am not sure of the diagnosis. There is a great amount of loose 
skin, and one can obtain a good specimen for microscopic examination. 
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Boeck’s Sarcow. Presented by Dr. Francis M. THurmon, Boston. 


B. L., a woman aged 41,a Lithuanian tailoress, states that the first lesion appeared 
on the back of the right arm four years ago. It is still present. Other lesions 
have appeared slowly, one by one, since that time. All were asymptomatic, except 
for occasional soreness in cold weather. The lesions are darker now than they 
were originally. 

There are eight lesions in the region of the backs of the arms and above the 
right knee and right ankle posteriorly. The largest lesion is 5 by 6 cm. in 
diameter. The lesions are sharply defined; some are oval, and they show a dusky 
bluish to purplish tinge and definite induration. There is some tendency to atrophy 
of the overlying skin in the older lesions. The color can be expressed by pressur: 
with the diascope, but the induration remains. 

The Hinton test was negative. The hemoglobin content was 85 per cent. 
Examination of the urine gave negative results. A biopsy was made, and the 
specimens showed changes typical of those seen in sarcoid of Boeck. Roentge: 
examination showed hilar changes consistent with the picture of sarcoid. 

The patient received treatments with ultraviolet rays from a water-cooled 
quartz mercury vapor arc lamp and bicarbonate and salicylate preparations, but 
no result is apparent. 

The patient is presented because of the association of typical sarcoid of Boeck 
with changes in the lungs. 

Dr. Francis M. THurmon, Boston: Would high voltage roentgen therapy 
be of value against the condition present at the hylus of each lung? 


DerMATITIS DuE TO ROENTGEN Rays. Presented by Dr. C. Guy LANE. 

I. K., a woman aged 42, states that in 1925 she received fifteen roentgen irradia- 
tions in one year; the treatments were given at intervals of from ten days to one 
month. The average exposure was of three minutes’ duration and was given over 
the face and arms. Two years after this treatment (Trico system) small red 
spots appeared on the wrist and spread to both forearms and to the face. The 
face shows areas of telangiectasia and atrophy. 

There is an extensive area of telangiectasia on both forearms, extending from 
above the elbows to the wrists and slightly involving each lateral surface. The 
areas are perfectly smooth and soft as a result of the application of ointment. 
A less marked process is present on the face and beneath the chin. Dilated blood 
vessels are grouped here and there. There are no keratotic or indurated areas. 
There is a small telangiectatic area 1 inch (2.54 cm.) in diameter on the back 
of the neck. There are still numerous hairs over the affected area. On the left 
arm, at the site at which injections of alcohol were formerly given, there is a 
keloidal lesion. 

The patient had received treatment with Ruggles’ cream, ointment of zinc oxide 
and calamine lotion with little change in the condition. 

Note.—The formula for the cream has been published by Ruggles (ArcH. 
Dermat. & SypH. 18:136 [July] 1928). 


DISCUSSION 

Dr. J. Harper BLatspELL, Boston: What impresses me, besides the extensive 
lesions, is that the patient has such extensive areas of telangiectasia with so little 
atrophy. I did not see any atrophy of the skin. The hair is still present in large 
quantities although the patient received roentgen therapy ten years ago. I think 
that feature is unusual. 

Dr. E. LAwrence Ottver, Boston: I think that atrophy will occur later 
Three years elapsed before any areas of telangiectasia appeared. The fact that 
the hair is still present shows that the treatment was not entirely successful in 
spite of the resulting damage. 
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Dr. C. Guy Lane, Boston: It is interesting to note the paler areas on the 
forearms where individual areas were treated; this shows that there was not exact 
matching of the different areas to which treatment was applied. 


\ Case For DraGnosis. Presented by Dr. E. LAwrence OLiver, Boston. 

V. F., a girl aged 14, says that two years ago, after bending back when she 
was afraid of falling, she noticed welts on the lower portion of the back. The 
patient is being treated for anemia and scoliosis. 

There are slightly raised, horizontal pink striae on the lower portion of the 
back. There are about a dozen lines %g inch (0.5 cm.) wide and about 3 inches 
(7.5 cm.) long. 

DISCUSSION 

Dr. Harvey P. Tow re, Boston: I think that the condition is an artefact. 

Dr. E. LAWRENCE OLIver, Boston: The location appears to be odd for a derma- 
titis factitia. 

Dr. WALTER T. GARFIELD, Boston: I think that if the condition were a derma- 
titis factitia there would have been an open lesion at some time. The mother told 
me there has never been any break in the skin. The condition appeared suddenly. 

Dr. Austin W. CHEEVER, Boston: Why could not these lesions be of the same 
kind as the lines one sees on the abdomen, breasts and thighs of pregnant women? 
| know of two cases in a father and son. These patients have scars just like these 
but showing a loss of color. In one patient the lines run up and down the thighs; 
in the other they circle over the thighs. Neither has gained weight suddenly, 
and the boy is markedly emaciated. I have seen such lines also on the shoulders 
of a male adagio dancer; they apparently resulted from the weight on his shoulders. 
| think that there is a keloidal tendency present in this patient. 

Dr. Ettwoop C. Wertse, Bridgeport, Conn.: The condition which this patient 
presents has a definite name and is in some way related to striae distensae 
gravidarum. Instances of this condition have recently been reported in the litera- 
ture, but I cannot recall offhand the name of the author. 

Note.—Since the patient was presented it has been ascertained that the author 
describing this condition is Dr. Michael H. Ebert, who reported three cases of 
hypertrophic striae distensae in young girls (ArcH. Dermat. & Sypu. 28:825 
| Dec.] 1933). The striae appeared first as red or violaceous raised welts on the 
hips, flanks and buttocks. In the cases reported they appeared at the time of 
rapid increase in weight, but only one of the patients was obese. 


EPITHELIOMA (?). Presented by Dr. JosepH MUuLiLer, Worcester, Mass. 

K. W., a married man aged 32, states that the present illness started in May 
1934 with a small pimple on the left cheek. There is no history of injury. A 
month later the patient consulted a local physician, who as he was unable to cure 
the patient, sent him to the Huntington Memorial Hospital in Boston, where 
he was given ointments and “borax water.” 

The patient first presented himself at my office in October 1934, at which time 
there was a slightly red superficial excoriated lesion 1.5 by 3 cm. on the left 
cheek. The surface became covered with epithelium repeatedly and broke down 
again in a few days. For the last week there has been a thickening of the skin 
in the affected area. 

The Wassermann reaction was negative on two occasions. Biopsy has not as 
yet been performed. 

DISCUSSION 

Dr. E. LAwreENCE OLIverR, Boston: The condition seems to be lupus erythema- 
tosus. I saw no sign of a pearly border. The lesion is red and scaly. 

Dr. JosepH Mutter, Worcester, Mass.: This patient was seen at the Hunting- 
ton Memorial Hospital and was treated with ammoniated mercury. I saw him 
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later, when the lesions were a little larger than now and presented no infiltration 
but a slight oozing surface. I treated the lesion, and it healed up several times 
but it always broke down again. I should like to hear the members’ opinion as 
to the diagnosis and their advice as to treatment. 


Dr. J. HARPER BLAISDELL, Boston: I believe that this condition is nqt lupus 
erythematosus but a chronic self-induced inflammatory process. 


URTICARIA PIGMENTOSA WITH VESICULAR LeEsIoNS. Presented by Dr. Meyer 
Maurice To_tMAn, Chelsea, Mass. 

This Italian boy is 6 months old. The mother states that at the time of birth 
the infant had a rash on the trunk and face. The palms and soles became involved 
later. The child was born at full term, and the delivery was normal. Develop 
ment has been normal, and there have been no intermediate illnesses. 

The mother states that at first the lesions were red spots, but more recentl, 
they have appeared as small blisters, which occasionally break, producing reddish- 
brown crusts. When they dry up the lesions become brown and remain so. They 
are quite itchy, and the child scratches them constantly. There is no family histor) 
of any similar eruption or other cutaneous condition. The lesions have been treated 
with ammoniated mercury, but no improvement has resulted. More “blebs” have 
appeared recently than ever before. The child was breast fed for a time, but 
lately he has received a formula. 

There is a generalized pigmented eruption involving the scalp, palms and soles 
On the chest there are distinct vesicular lesions arising from a nonerythematous 
base. Although there are no wheals as such, rubbing with the finger produces 
wheals. 

The examination of the urine gave normal results. The blood count showed 
80 per cent hemoglobin, 3,580,000 red cells, 12,400 white cells, 20 per cent poly- 
morphonuclears, 13 per cent large lymphocytes and 67 per cent small lymphocytes 
The Wassermann reaction of the mother and that of the child were negative. A 
culture of material from vesicular lesions showed no pathogenic organisms, and a 
dark-field examination of material from one of the bullae gave negative results. 

There has as yet been no change in the condition. The child has been on a 
diet of whole boiled milk, water, orange juice and cod liver oil. 


DISCUSSION 

Dr. Ettwoop C. Wetse, Bridgeport, Conn.: This is an interesting case. It 
is unusual to see cases of urticaria pigmentosa with such distinct vesicle formation 
as that which this patient exhibits. The question of actual vesical formation i: 
urticaria pigmentosa came up at a meeting which I attended somewhere, and a 
prominent dermatologist stated that he had not seen a case of such formation. 
I believe that the percentage of patients with urticaria pigmentosa presenting as 
pronounced a vesicle formation as this patient has is relatively small. 

Dr. C. Guy Lane, Boston: There is vesiculation, and wheals appear when 
individual pigmented lesions are rubbed. There are also angular shiny purplish 
lesions in groups on the soles of the feet, which might pass for lichen planus, 
There are similar lesions on the palms. Biopsy has not as yet been made. 


ScLERODERMA. Presented by Dr. E. LAwreNnce OLiver, Boston. 


F. D., a man aged 30, was entirely well until about two and one-half years 
ago. In August 1932 his hands suddenly became swollen, and the posterior muscles 
of the left side of the neck became stiff. The hands remained swollen for one 
week; then the swelling subsided. Later the hands again became swollen, and they 
have remained so until the present date. At the onset of the condition the patient 
had chills, fever and night sweats. In June 1933 he noticed a tightening of the 
tendons over the body. The feet and legs began to swell when the patient remained 
standing for prolonged periods, and the lips became paler. During the winter of 
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1932-1933 he noticed that cold weather caused cyanosis and pallor of the fingers. 
rhe feet were similarly affected by cold weather in 1933-1934. There had also 
heen excessive sweating of the hands and feet. 
On Jan. 15, 1935, he was examined, and it was found that there was some loss 
f elasticity of the skin. The feet were cold and showed slight edema extending 
one third the way up the legs. There was a definite increase in the tone of 
the muscles of the legs. A small patch of brown scaling was present in each hypo- 
hondrium. The upper third of the chest and the neck showed a brownish pigmenta- 
ion with definite linear markings parallel to the lines of cleavage of the skin. 
[hese regions also showed some lighter streaks and whitish spots which were 
slightly less elastic than the skin of the rest of the body. The hands were swollen, 
tiff and cold and had a waxy appearance. The lower fourth of the face and arms 
vas slightly involved. The fingers were spindle-shaped and atrophic at the ends. 
Examination of the urine gave negative results. The blood count showed 
{120,000 red cells, 8,000 white cells, and 90 per cent hemoglobin. The smear was 
ot remarkable. The basal metabolic rate was —3 per cent. Chemical examination 
‘ the blood showed: nonprotein nitrogen, 30 mg. per hundred cubic centimeters, 
ind sugar, 63 mg. The Hinton test was doubtful. The Wassermann reaction was 
negative. Subsequent determinations of the basal metabolic rate gave —3, +9 
and +13 per cent. The cholesterol content of the blood was reported to be 145 mg. 
ner hundred cubic centimeters. The serum calcium was 10.22 mg. and the serum 
phosphorus, 3.68 mg. The serum protein was 6.7 per cent. Roentgen examination 
f the hands and feet showed no abnormalities. 
Local application of an ointment containing 1 per cent pilocarpine for four 
months produced slight improvement, and fifty injections of solution of pituitary 
also resulted in slight, if any, improvement. 


DISCUSSION 

Dr. E. LAwrENCE OLiver, Boston: The condition has shown some improve- 
ment. The patient has received fifty injections of solution of pituitary. One can 
now pick up the skin on the forearms; this could not be done earlier in the disease. 
In most of these cases in which injections of solution of pituitary have been resorted 
to there has been a definite improvement. Spraying of solution of pituitary in the 
nose was tried, but no results followed the use of that method. The prospect of 
submitting to daily injections of this substance for life does not appeal to patients. 
In none of these cases has cure resulted as yet. However, it has occurred in some 
cases of localized scleroderma. 

Dr. E. Mytes Stanpisu, Hartford, Conn.: In view of the fact that the lesions 
began more or less with Raynaud’s syndrome, was sympathectomy considered? 

Dr. E. LAwrENcE OLIver, Boston: Yes, sympathectomy was considered. My 
co-workers and I had one patient who had a sympathectomy performed on one 
side with good results. There was great relief of symptoms. We gave her 
solution of pituitary, and marked improvement occurred on the side on which 
operation was not performed. We give the patients full doses of solution of 
pituitary every day, if they tolerate the medication. Some have had severe cramps 
in the stomach, and in those cases we have reduced the amount. In only one case 
was it given on account of excessive cramps. Apparently no patient has been 
injured by the therapy. The majority of patients feel better than they did at the 
beginning of the treatment. 


XANTHOMA TUBEROSUM MULTIPLEX (TINEA VeERSICOLOR). Presented by Dr. 
W. C. Crawrorp, Boston. 


C. B., a man aged 28, has had yellow spots on the elbows for two weeks. 
Similar spots have been present on the chest for two years. 

Examination in March 1934 showed about twenty small superficial yellow 
papules, from 2 to 4 mm. in diameter and raised from 1 to 2 mm., on both his 
elbows. The hypothenar eminences showed similar paler and smaller lesions. The 
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chest, neck, abdomen and groins presented flat, variously shaped, irregular lesions 
from 0.5 to 3 cm. in diameter, with sharp outlines and a hue varying from yellow 
to orange-brown. Some lesions were quite pale. They exhibited a fine fuzzy 
scaling. By April 20 the lesions on the elbows had increased about 100 per cent 
in size but had not increased in number. Many small lesions were also present 
on the outer surface of the thumbs. On May 23 a few small areas were noted on 
the knees. On September 24 the lesions began to spread down the legs, and on 
Jan. 8, 1935, there was little or no change in the patient’s condition. 

On March 4, 1934, scrapings from the lesions on the chest with potassium 
hydroxide showed Microsporon. The patient had been given a 25 per cent solution 
of sodium thiosulphate. On the same date examination of a lesion from the elbow 
was reported as showing xanthoma. On March 22 examination of the urine gave 
negative results for sugar, albumin and bile. 

Examinations of the blood for the purpose of ascertaining the cholesterol and 
the sugar content gave the following results: 

Cholesterol Sugar Cholesterol Sugar 
Content Content Content Content 


(Mg. per (Mg. per (Mg. per (Mg. per 
100 Ce.) 100 Ce.) t 100 Ce.) 100 Ce.) 

900 ai 3/20/34. ' 665 85 

675 84 9/ 4/34. 308 83 

685 66 31/: er is 74 

690 71 / 9/3 502 68 
(esters, 3. 2 


free, 33 co eee ae 3 


On March 7, 1934, the patient was put on a diet with low fat and low choles- 
terol content. That diet was continued when the patient was seen on May 23. 
3ile salts were also given. On September 4, the patient was given ™% grain 
(0.032 Gm.) of thyroid twice a day; on September 24 he was again given thyroid 


every other day; on October 9, 1 grain (0.065 Gm.) twice a day was prescribed; 
on December 4, the dose was increased to 3 grains (0.19 Gm.) daily, and on 
Jan. 8, 1935, 4 grains (0.26 Gm.) was administered daily. No improvement in the 
xanthoma resulted. The tinea versicolor cleared up under treatment with a 25 
per cent solution of sodium thiosulphate. 


DISCUSSION 

Dr. Harvey P. Tow.te, Boston: This man’s thumb and fingers look precisely) 

like the picture of parts affected with calcinosis that I saw in a medical journal. 

The distribution, nodules, situation and other features except the color correspond 
perfectly. 

Dr. Francis P. Tuturmon, Boston: Are there any suggestions as to treatment ? 


ACANTHOSIS NIGRICANS. Presented by Dr. J. H. Swartz, Boston. 

N. P., an Italian woman aged 42, states that two years ago she began to have 
attacks of pain in the epigastrium and in the left breast and shoulder. The attacks 
of pain were not related to the taking of meals and lasted from one to two hours. 
The pain was relieved by ingestion of soda. Occasionally the pain awakened the 
patient from sleep around 10 p. m. and 2 a. m., at which time she obtained relief 
by the use of soda. These attacks have recurred since the onset at decreasing 
intervals. 

Seven or eight months ago the skin began to grow darker and dry. Pigmenta- 
tion is most marked in the groins and axillae and around the neck Two or three 
months ago the patient began to have more or less steady aching in the epigastrium, 
and soda gave less and less relief 

Several days ago she vomited bright red blood on one occasion and brownish 
material on another There has been no diarrhea, bloody or tarry stools, constipa- 
tion, colic, jaundice, nausea or loss of appetite or of weight. 
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The patient has a naturally dark skin. About the neck, in the axillae, about the 
ipples and in the groins the skin is from deep brown to black and shows thicken- 
i, prominence of the folds and a large number of small closely packed verrucous 

exerescences. A similar but milder condition is present on the skin under the 
‘reasts and in the presternal and interscapular areas. Hypertrichosis of the face 
ind a male distribution of pubic hair are also present. The mass in the epigastrium 
noves with the breathing movements. The edge oi the liver is 5 cm. below the 
costal margin in the midclavicular line. The edge is sharp, smooth and tender. 

The blood count showed 10,950 white cells and 4,670,000 red cells. A blood 
mear showed normal conditions. The platelet count was also normal. The Hinton 

test was negative. The nonprotein nitrogen content was 27 mg. per hundred cubic 
entimeters of blood. A guaiac test of the vomitus gave a result of 4 plus. Roentgen 
examination of the stomach showed what appeared to be a diffuse infiltrating 
tumor, probably a scirrhous carcinoma, 


DISCUSSION 


De. E. LAWRENCE OLIveER, Boston: I had a similar case referred to me. This 
atient may have an abdominal tumor. She has lost a great deal of weight but 
ieels perfectly well. Both patients showed a considerable amount of sugar in the 


urine. 
Dr. J. H. Swartz, Boston: I have seen a picture identical with the one exhib- 
ited by this patient once before in association with acanthosis nigricans. 


\lycosis FuNGotwes. Presented by Dr. JoHN G. Downinc, Boston. 

J. C., a fisherman aged 55, a native of Newfoundland, has had the present 
cutaneous condition for one year. The family history is irrelevant. He has had 
recurrent attacks of tonsillitis with formation of abscesses for more than ten years. 
()ne year ago he noticed a small hard lump on the back, about 1 inch (2.5 cm.) 
in diameter, between the scapulae. Six months ago he was awakened at night 
with intense itching over the arms, legs, chest, abdomen and back. At that time 
he could feel hard lumps everywhere. The following day the itching gradually 
subsided. The lumps persisted. He has noticed no change in the number, size 
or consistency of the lumps. There was no accompanying pain. 

There is a generalized distribution of discrete and freely movable hard 
nodular lesions, which are attached to the epidermis and are dry and nonscaling. 
rhe lesions vary in degree of pigmentation, in apparent age and in size. The 
original lesion is the longest, being about 2 inches (5 cm.) in diameter. There 
is no evidence of scratching. The tonsils are abnormally enlarged and are obviously 
the site of active chronic infection. 

Examination of the urine and the Wassermann test of the blood gave negative 
results. The blood count showed 3,700,000 red cells and 62 per cent hemoglobin; 
the number of leukocytes ranged from 2,600 to 4,800 over a period of two and 
one-half months, the last count being 3,200; the polymorphonuclear count ranged 
from 35 to 58 per cent over an equal period, the last count being 55 per cent. The 
blood platelet count, coagulation time and bleeding time were all normal. 

On the basis of the pathologic changes a diagnosis of leukemia or pseudo- 
leukemia cutis was made. 

DISCUSSION 

Dr. Joun G. Downtnc, Boston: Erysipelas and prodigiosus toxins (Coley) 
have been used, and Dr. Doyle thinks that some of the lesions have retrogressed. 
Not much change, however, is apparent to me. 

Dr. E. LAWRENCE OLiver, Boston: I am in favor of a diagnosis of sarcoma 
rather than of any other, such as mycosis fungoides, etc. One may almost expect 
a sarcoma of this type to respond to fever therapy. I had a patient who after 
treatment with erysipelas and prodigiosus toxins (Coley) remained well for two 
years and then suffered a relapse. The patients subjected to that treatment have a 
number of reactions and feel rather miserable all the time. My patient died of 
a recurrence of sarcoma. 
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RupoteH Jacosy, M.D., President 


SYPHILIS IN THE THIRD GENERATION (THREE CASES). Presented by Dr. Witttam 
P. BoarpMAN, Boston. 

Case 1—A. D., a woman aged 45, whose husband died of pneumonia, has one 
daughter living and well. Her second child died at the age of a few months. The 
patient has a systolic murmur at the aorta with sharp second sounds. The Wasser- 
mann reaction was positive on April 6, 1935. 

Case 2.—D. R., a woman aged 25, whose husband is living and well and whose 
Wassermann reaction has twice been reported as negative, is the daughter of 
A. D. (case 1). This patient’s first child is living and has congenital syphilis. 
The patient’s second pregnancy resulted in a miscarriage at three months. The 
child which resulted from her third pregnancy is 15 months old and is well and 
has a negative Wassermann reaction. The patient has been treated because she 
had a positive Wassermann reaction during her last pregnancy in April 1934. She 
began to show symptoms of ocular disturbance in October 1934. A diagnosis of 
interstitial keratitis was made in November. The patient has received irregular 
treatment and has shown no improvement. 

There are peg-shaped incisors; the first and second molars are missing, and 
two molars have no tops. The patient shows rather prominent frontal and 
parietal bosses. 

Case 3.—R. R., a boy aged 4, the son of D. R. (case 2), has a positive Wasser- 
mann reaction. He shows prominent frontal and parietal bosses, a flat nasal bridge 
and a high arched palate. He is now receiving treatment. 


DISCUSSION 


Dr. Witt1AM P. BoarpMAN, Boston: I have never before seen a case of 
syphilis occurring in the third generation, but in this case the grandmother is 
syphilitic, and while the changes in the teeth of the mother are not really sufficient 
to establish a diagnosis of syphilis, she also has interstitial keratitis; so I think 
that the diagnosis of congenital syphilis in her case is definitely indicated. If she 
had had congenital syphilis and acquired syphilis later she would not have had 
interstitial keratitis after this child was born. As to the child, I feel sure that 
he has congenital syphilis. 

Dr. BERNARD ApPEL, Boston: I have at present two fairly well proved cases 
of syphilis in the third generation, investigation of which I have not yet thoroughly 
completed. In one case the mother received treatment for syphilis at the age of 
10, and she still has a positive Wassermann reaction of the blood. She is about 
40 years old now. The child has the signs of congenital syphilis and a positive 
Wassermann reaction of the blood and is under treatment. In the other case I 
have not yet definitely checked up as to the first appearance of syphilis in the 
mother, but I expect to be able to prove that the grandmother also had the disease. 

Dr. Austin W. Cueever, Boston: I believe that such cases are decidedly rare. 
I have seen only one family so affected in which a grandmother, mother and son 
had the disease and subsequent investigation showed that the father of the child 
definitely had had syphilis twice. The diagnosis in his case was made on positive 
results of a dark-field examination; the patient was given intensive treatment, 
and the Wassermann reaction became negative. Then, again, a primary lesion 
developed after admitted exposure, and the patient received a second course of treat- 
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ment. Both attacks of the disease occurred after the patient was married. The 
mother and child presented striking cases of congenital syphilis. I believe that 
the mother had binary syphilis. I have seen many absolutely normal children whose 
»arents had congenital syphilis and had not been treated for it. In Dr. Boardman’s 
-ase I do not question the presence of the disease in three generations. The 
hild does not show any definite stigmas, but the positive reaction of the blood 
seems to indicate that he is syphilitic, although a repetition of the test is absolutely 
necessary to make an absolute diagnosis. In no case can binary syphilis in the 
second generation be ruled out. 

Dr. E. LAWRENCE OLIverR, Boston: This is the first instance I have ever seen, 
but I am willing to accept the case as a probable one of syphilis in the third 
generation. I think that this case is quite convincing. I think that the mother’s 
teeth are characteristic enough to permit a diagnosis of congenital syphilis. 


BLAsToMyYcosis (?). Presented by Dr. E. LAWRENCE OLIveER, Boston. 


This man, aged 63, has had a dermatosis for thirty-two years. In 1912 he 
presented himself for the first time at the Massachusetts General Hospital with a 
sranulating lesion containing sinuses over the right eye and on the chin. A clinical 
diagnosis of actinomycosis was made, but confirmation on the basis of pathologic 
observations was never obtained. In 1918 the right frontal sinus was opened and 
curetted, and the nasofrontal canal was enlarged. An area over the right supra- 
orbital ridge drained intermittently. In 1926 an attempt was made to obliterate the 
walls of the frontal sinuses because of chronic disease. The wound of this operation 
has never healed. In 1927 the right eye was enucleated. During the past few 
months an active granulomatous lesion with small pustules on the margins has 
appeared over the forehead. 

The right orbital cavity is covered with granulations spotted with pus. This 
cavity communicates with the frontal sinus and nasal cavity, and granulations 
extend into these structures. The midportion of the forehead shows a crusted and 
pus-covered flat granulomatous lesion measuring about 5 cm. in diameter, the 
margin of which contains small pustules. There is an old scar over the left brow, 
and a sinus tract scar is present over the chin. 

A Hinton test made in February 1925 was negative. Examination of pus by 
direct smear on two recent occasions showed no fungus; the results of culture 
of tissue have not yet been reported. Biopsy of the margin of an active lesion on 
the forehead showed no evidence of fungous elements, and the histologic picture 
was that of a granuloma which was thought suggestive of either syphilis or 
tuberculosis. 

The patient has received iodides and ultraviolet radiation. The lesion has healed 
in some parts and spread in others under iodide therapy. 


DISCUSSION 

Dr. E. LAwrENCE OLiver, Boston: This patient came under observation only 
recently. The original diagnosis was actinomycosis. There were no sinuses that 
suggested that diagnosis to me. The eye was enucleated. The disease has spread 
slowly, and new destructive lesions have appeared recently. The clinical appear- 
ance and the lesions on the forehead strongly suggest blastomycosis, but there is 
nothing in the culture or section to prove this diagnosis. 

Dr. Joun G. Downrne, Boston: I wish to make a suggestion in this case: 
This man has been working at the same occupation for thirty-two years. In his 
work he comes in contact with a large amount of acid in the process of making 
phosphates. Although there have been no cases of phosphorus poisoning in this 
part of the country for many years, I think that there is a possibility that this 
substance is present in products used in certain trades. This patient’s cutaneous 
condition developed four years after he started working, and it is known that 
cases of phosphorus poisoning last long. I think that the patient’s work should 
be investigated in order that at least this factor in his work may be eliminated. 
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TUBERCULID. Presented by Dr. Francis P. McCarruy, Boston. 

M. B., a woman aged 46, states that since August 1934, nonsymmetrical lesions 
having the general appearance of acne rosacea have developed gradually on the face. 
She visited the outpatient department of the Boston City Hospital in August 1934: 
diagnosis of acne rosacea was made and local treatment given. Later, on closer 
examination the condition was considered to be either a syphilitic eruption or a 
tuberculid. A biopsy made in January 1935 showed a lesion characterized by a 
marked cellular infiltration of the corium with lymphocytes and the presence oi 
epithelioid tissue and occasional giant cells. 

There is a bilateral more or Jess symmetrical papular eruption involving the 
forehead, the lower eyelids, both cheeks and the chin. The lesions are from dusky 
red to violaceous. Some of the papules are suggestively pustular; a few are 
umbilicated, discrete and sharply distinguishable from the surrounding skin. 

Roentgen examination of the chest showed no evidence of tuberculosis. No 
laboratory findings other than the results of the biopsy have been reported. 

The patient received a solution of potassium arsenite for a few weeks, but 
the medication was discontinued on account of toxic symptoms. From February 
to April 1935 the patient received ten injections of 0.05 Gm. of gold and sodium 
thiosulphate, and apparently some improvement in the condition resulted. 


DISCUSSION 


Dr. Francis P. McCartuy, Boston: The picture in this case does not conform 
to that of rosacea-like tuberculid as described in recent articles in the ARCHIVES 
by MacKee, and Sulzberger (Rosacea-Like Tuberculid of Lewandowsky, Arcu. 
Dermat. & SypH. 31:159 [Feb.] 1935) and Wile and Grauer (Rosacea-Like 
Tuberculosis: Review of the Literature, with Report of Five Cases, ibid., 174 
[leb.] 1935). The lesions in this case are rather large, and the other factors, 


namely, telangiectasia and erythema, are absent. Telangiectasia, however, is found 
in only a small percentage of the cases of rosacea-like tuberculids described in the 
literature. Lupus miliaris disseminatus faciei and acnitis (a tuberculid) are to be 
considered as diagnoses. I am in favor of the first diagnosis. I believe that some 
progress is being made in the differentiation of the tuberculids as a result of 
Lewandowsky’s work with finer histologic study, tuberculin tests and staining for 
tubercle bacilli. 

Dr. J. L. Grunp, Boston: It is surprising that the patient has shown no results 
from treatment. As a rule rosacea-like acne and papulonecrotic tuberculids clear 
up under therapy with gold preparations. This patient has received ten injections 
of gold and sodium thiosulphate, and only slight change has resulted. 


Prempuicus. Presented by Dr. C. Guy Lane, Boston. 

E. M., a woman aged 55, was first observed in the clinic for cutaneous diseases 
of the Massachusetts General Hospital in November 1923, at which time she 
stated that she had bullous lesions on the arms of six months’ duration. A diagnosis 
of dermatitis herpetiformis was made at that time. The lesions reappeared in 
February 1929; there were bullae over the face and in the mouth and superficial 
scars over the face, chest and extremities. 

There are erosions and bullae over the oral mucosa, erosions and crusts, patches 
7 cm. in diameter over the region of the left temple, several areas of alopecia on 
the scalp, numerous bullae over the upper extremities and thickening and adhesions 
between the bulbar and the conjunctival mucosa. 

Examination of the urine gave negative results. The red blood cell count 
showed 5,300,000 cells, and the hemoglobin content was 90 per cent. The result 
of the Pels-Macht test was reported as 60 per cent in 1934. 

The patient has received a diet with high vitamin content, liver therapy and 
viosterol. 
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DISCUSSION 
Dr. Joun G. Downrnc, Boston: I hesitate to suggest another diagnosis in 
this case, but I do not think that one can rule out the fact that the older lesions 
n this patient are typical of lupus erythematosus. The lesion on the scalp and 
those on the forearms, for instance, are typical of lupus erythematosus. I think 
that this is a case of lupus erythematosus with bullous lesions or one of lupus 
erythematosus of the Senear-Usher type. Two years ago I presented before this 
ociety a Negro with similar lesions which involved the cornea also. The diagnosis 
vas lupus erythematosus with bullous lesions. 


)erMATITIS ACTINICA. Presented by Dr. GeorGeE SCHWaARtz, Boston. 

I, S., a girl, is 5 years of age. In March 1930, when she was 2 months old, 
she was taken out in her carriage for the afternoon, for the first time. The sun 
vas not strong, but in spite of this fact when the child was returned home her 
face was red, swollen and painful. When she was 2 years old, she had a severe 
attack of dermatitis accompanied by an elevation of temperature, vomiting, marked 
conjunctivitis and the formation of vesicles with resulting permanent scars. About 
a year later she had an attack during which she was delirious and vomited. The 
skin showed formation of vesicles, crusts, scars, etc. The patient was in bed for 


two weeks, 
The patient’s mother has found it necessary to keep the child indoors, out of 
the sun, throughout the spring and summer months, for on the slightest exposure 


to the rays of the sun, erythema and vesicles develop on the exposed parts of the 


face and hands. 

The family history is irrelevant; no members of the family have suffered 
from a similar condition. 

At present the patient shows erythema on the nose and on both cheeks as a 
result of a slight exposure to the weak rays of the April sun. Work is being done 
to determine which rays of the sun cause the condition, and the findings will be 
reported at the next meeting. The patient is presented for suggestions as to 
preventive treatment. 

DISCUSSION 

Dr. Harvey P. Tow te, Boston: I suppose that this case must be classed among 
the conditions designated as “physical allergy.” Photosensitization seems to pro- 
duce these urticaria-like lesions. I have recently seen a case of another kind in 
which exposure to cold produced an urticarial eruption. A patient came to me 
with typical urticaria-like wheals on the face, neck and hand, but the lesions were 
more infiltrated than usual. The patient said that when the weather was bad and 
his shoulder was exposed similar lesions developed there. Mechanically this con- 
dition resembles trench foot in that both conditions are due to cold and dampness. 
In trench foot the mechanism of the vasomotor system is so disturbed that there 
is spasm of the capillaries and stasis. In Dr. Schwartz’ case there is a disturbance 
of the vasomotor mechanism, but it is associated with dilatation of the vessels. 

Dr. J. Harper Bratspett, Boston: Is the presenter distinguishing between 
dermatitis actinica and hydroa aestivale? The mother distinctly stated that vesicu- 
lation appeared on the patient’s face after exposure to the rays of the sun. 

Dr. Water T. GarrieLtp, Boston: This condition appears at any time during 
the year. I think that it cannot be called hydroa aestivale because of this fact. 
Hydroa aestivale, as the name implies, appears in the summer. 

Dr. J. Harper BLAIspELL, Boston: My understanding is that the disorder is a 
specific reaction to the sun’s rays. 

Dr. J. H. Swartz, Boston: I think that the atrophy also indicates a diagnosis 
of hydroa aestivale. 
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Dr. E. LAwrENCE OLIver, Boston: The name hydroa aestivale indicates 
seasonal condition. Some typical cases of this disorder appear in May, clear vy 
in the summer and recur. All these reactions are a type of sensitization to th 
sun’s rays. 

Dr. WALTER T. GARFIELD, Boston: Another point is that in this patient th: 
disorder has resulted not from direct sunlight but from sunlight reflected from 
snow. She has been put on the piazza in the direct sunlight, and the same tyyx 
of lesions have developed. 

Dr. J. L. Grunp, Boston. The urine should be examined for hematoporphyrin 


Dr. Jonn G. Downrne, Boston: I think that reflected light will cause an 
eruption as quickly as direct sunlight. I had a patient who used Shalimar perfume. 
She applied it with the tips of the fingers to the front of the neck and below bot! 
ears. She presented a typical case of Berlock dermatitis showing the impressions 
of the fingers; the condition was most marked on the front of the neck. She 
knew that she was sensitive to sunlight and avoided it by sitting in the shade while 
taking a trip on a small steamboat. 

Dr. WILLIAM P. BoarpMAN, Boston: Hydroa aestivale is much more common 
in boys than in girls and disappears after puberty. These states of sensitization 
may develop almost at any time in patients of either sex and persist indefinitely. 

Dr. Maurice J. Strauss, New Haven, Conn.: I do not think that Berlock 
dermatitis and dermatitis caused by reflected light have any bearing on the case 
under discussion. However, I should like to call attention to the fact that light 
is not necessary for the production of Berlock dermatitis. The case reported 
several years ago by Dr. John E. Lane and me occurred in a man who used 
toilet water and was not exposed to sunlight. 


EPIDERMOLYSIS BuULLOSA. Presented by Dr. C. Guy LANE, Boston. 

G. G. E., a youth aged 18, has had the present condition since birth. Blisters 
occur at areas of trauma. The amount of trauma necessary to cause a lesion has 
increased as the patient grew older. ‘Canker sores” have appeared in the mouth 
from time to time. The patient’s father died at the age of 35 of diabetes, “heart 
trouble” and pneumonia and had suffered from the same cutaneous disorder. 

The lesions involve the skin over areas of pressure: the toes, shins, knees, hands 
and elbows. In these locations erythematous areas or healing erosions appear in 
patches. Superficial scars are present over the body and extremities. 

Examination of the urine gave negative results. The blood count showed 
4,400,000 red cells, 15,200 white cells, 65 per cent polymorphonuclears, 27 per cent 
lymphocytes and 8 per cent eosinophils. A biopsy has not yet been made. The 
Hinton and Wassermann reactions were negative. Chemical examination of the 
blood showed: nonprotein nitrogen, 27 mg. per hundred cubic centimeters; choles- 
terol, 121 mg. 

DISCUSSION 

Dr. RatpH E. McDonneLt, New Haven, Conn.: Several years ago in New 
Haven, Conn., I saw at least eight patients with epidermolysis bullosa hereditaria. 
The patients’ family had migrated from Virginia. It was found that the first 
appearance of epidermolysis had been in a child, the twelfth offspring of parents 
who were first cousins and who had tuberculosis. Each of the families was large. 
The history of pulmonary tuberculosis was common, and there were many deaths 
on both sides of the family as a result. Since then the condition had progressed 
in each generation. About thirteen years ago, I was able to see a woman of that 
family on the day she gave birth to a child, and I took a specimen of the child’s 
skin for biopsy. Cystic areas of the size of millet seeds were present. A month 
later the child showed bullae. I have followed up the case, and the child now shows 
multiple bullae. 

Dr. E. LAWRENCE OLIver, Boston: I think that a striking feature of the cases 
which have been seen in the last fifteen years is the lack of any history of the 
disease in the family. 
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Case For DraGnosis. Presented by Dr. Maurice J. Strauss, New Haven, 

Conn. 

M. C., a divorced woman aged 31, had occasional attacks of urticaria as a child. 
\t the age of 7 she went around barefoot in the interior of Florida; she also had 
jinworms at that time. When she was 8 years of age lesions developed between 
he fingers and toes. She received no treatment until the age of 16, when the 
ondition was diagnosed clinically as ringworm. Roentgen treatments were admin- 
istered at intervals up to the age of 20. At that time the patient married. During 
er pregnancy she noted for the first time that raised papular scaly lesions appeared 
vherever her dress rubbed against her body or where two surfaces of skin came 
together. These lesions continued until she was admitted to the New Haven 
Hospital. 

Six years ago the patient was found to have eosinophilia, the percentage of 
eosinophils being 35. Soon after the lesions on the left thigh broke down and 
ilcerated and then healed in about three months. At intervals since then various 
esions have broken down and formed rather indolent ulcers, especially on the 
ankles and thighs. 

In January 1935 an enlarged gland in the left femoral region became suppura- 

ve. The patient was tested with Frei antigen, and the test was reported as 
positive. At that time she was referred to the New Haven Hospital to determine 
vhether she really had lymphogranuloma inguinale. Frei tests were all negative. 
Because of the unusual cutaneous lesions the patient remained in the hospital for 
further study. 

Physical examination showed that the pulse rate, respiratory rate and. blood 
pressure were normal. Over each elbow and over the ulnar region were ill defined 
erythematous, lichenified, slightly infiltrated patches. On the flexor surface of 
ach wrist were smaller patches showing slightly more infiltration. The palmar 
surfaces of the hands were dry and somewhat leathery. There was a suggestion of 
telangiectasia in these regions. On the dorsal surface of the hands the skin was 
smooth and somewhat thin, showing a slight amount of telangiectasia. On the 
inner side of each thigh were irregularly shaped, fairly well defined livid areas with 
a few scars. Both this scar tissue and the livid areas were suggestive of a deep 
infiltration beneath. In both popliteal spaces was a large ill defined erythematous 
infiltrated area showing an exaggeration of the cutaneous markings. There was 
also a suggestion of telangiectasia in these areas. About the ankles, particularly 
mn the inner surfaces, were linear hyperpigmented areas, the site of old lesions. 
The spleen could not be palpated at this time. The left posterior cervical and 
axillary glands were soft, enlarged and tender and the inguinal glands were con- 
siderably enlarged and were matted together. There were two or three vague 
masses, possibly glands, in the left lower abdominal quadrant. The nails appeared 
normal. There was a marked amount of livedo reticularis on the legs. 

The blood count showed 5,000,000 red cells, 14,000 white cells, 90 per cent hemo- 
globin, 25 per cent polymorphonuclears, 1 per cent lymphocytes, 4 per cent mono- 
nuclears, 68 per cent eosinophils, and 10 per cent nonsegmented neutrophils and 
nonsegmented eosinophils. 

Examination of the urine gave negative results. Examination of the stools on 
three occasions gave negative results for parasites and ova. Concentration tests 
of the stools and tests with guaiac were negative also. The Kahn, Wassermann 
and Frei tests were also negative. Supravitally stained smears revealed no abnormal 
forms in the peripheral blood. 

Biopsy of a node from the right axillary region and of two lesions on the 
thigh revealed no abnormalities in the lymph nodes except the presence of numerous 
eosinophils and a few questionable Reed-Sternberg cells. The scales from the skin 
showed a patchy infiltration in the cutis, notably around the hair follicles, coil 
glands and sebaceous glands. This infiltration consisted of small round cells, fibro- 
blasts, epithelioid cells and many eosinophils. An occasional plasma cell was seen. 
In these infiltrated areas there was some thinning out of the collagen bundles. 
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DISCUSSION 

Dr. Mavrice J. Strauss, New Haven, Conn.: The nearest I can come to a 
diagnosis is to place the disease in the group of lymphoblastomas. The lack of 
immature cells in the blood smears shows that this is certainly not one of the 
rare eosinophilic leukemias. However, the eosinophilia cannot be explained on 
any other grounds. The patient has been carefully examined on several occasions 
for the presence of parasites, and no evidence of any has been found. The pos- 
sibility of hookworm disease has been suggested because of the fact that the patient 
walked around barefooted while she was in Florida. However, under such circum 
stances one would expect a marked anemia, and the patient shows no anemia 
The diagnosis of mycosis fungoides has been suggested. Personally I do not agree 
with that suggestion. While eosinophilia is sometimes found in cases of mycosis 
fungoides, it would not be expected to be as extreme as it is in this patient, in 
whom the percentage of eosinophils has been 70 per cent at times. 

Dr. Francis P. McCartuy, Boston: Clinically there are a few small lesions 
that are raised, rather discrete, apparently cellular and infiltrative rather than 
edematous. Microscopically the section is characterized by a marked eosinophilic 
infiltration, particularly about the coil glands, with suggestive epithelioid tissue. 
The reaction in the lymph node is remarkable. In places the lymph follicles are 
perfectly normal, but there are enormous collections of eosinophils which are dis- 
crete and do not tend to invade the more normal lymph follicles. In certain stages 
of Hodgkin’s disease, there is often an eosinophilia; otherwise the nodes show a 
picture that is not consistent with Hodgkin’s disease. The suggestion may be made 
that this case belongs in the group of lymphoblastomas and that the condition 
may develop later to a point at which a diagnosis may be more definite. There 
are changes resulting from roentgen therapy in the lesions of the hands and feet, 
and evidences of keratosis on the palms suggest that the patient may have received 
previous arsenical treatment. The lesions on the side and thigh, I believe, are 
more recent, and they are suggestive of infiltrating cellular lesions consistent with 
a lymphoma type of eruption. 

Dr. Joon G. Downinec, Boston: Eight years ago there was a so-called small 
outbreak of typhoid in Boston. When the cases were investigated, I saw most of 
the patients. The disease was not typhoid but trichinosis. Four of the patients 
had definite morbilliform eruptions that persisted for some time. I have never heard 
of a persistent eruption resulting from trichinosis. Yet, as this patient has marked 
eosinophilia, I suggest that investigations be made for evidence of trichinosis. 

Dr. J. H. Swartz, Boston: This patient states that lesions develop at points 
of trauma and that there are blisters on the elbows and around the ankles. Today 
she definitely shows involvement about points of trauma. The microscopic section 
of the skin, I believe, agrees well with the diagnosis of acquired epidermolysis 
bullosa. Apparently the effects of roentgen therapy make the picture a littl 
different. 

Dr. Maurice J. Strauss, New Haven, Conn.: I see no reason for considering 
trichinosis as a diagnosis. The patient has no muscular pains, puffiness about the 
eyes or any other evidences of this disease. 

Dr. J. Harper BLAISDELL, Boston: What relation, if any, is there between the 
definite and extensive areas of dermatitis due to roentgen rays and the other 
condition ? 

Dr. Maurice J. Strauss, New Haven, Conn.: I do not think that there is 
any relation between the evidences of roentgen dermatitis and the general condition. 
If one can believe the patient’s statements, she received roentgen treatment rather 
regularly over a period of four years. How much of the telangiectasia is due to 
this is a matter of personal opinion. The lesions on the inner side of the thighs 
and on the flanks are more recent, and roentgen irradiation has never been applied 
to those areas. 
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Dr. J. H. Swartz, Boston: The patient mentioned definitely that she wore a 
wrist watch on the left arm and had to wear it on the right arm. She thought 
that perhaps the irritation was due to the metal in the watch and that this pro- 
duced the blisters, but a leather strap produced the same reaction. 

Dr. Ettwoop C. WerseE, Bridgeport, Conn.: I shall add still another diagnosis. 
Because of the linear distribution of many of the lesions, particularly of those near 
the axillae, the history at the time of onset of a long streaklike lesion in the left 
popliteal space, the lichenification of many lesions and the patchy atrophy, especially 
about the ankles, I suggest a diagnosis of the latter phases of lichen planus 
atrophicus. However, the microscopic examination does not bear out that diagnosis 
it all, nor are there any discrete typical papules of lichen planus. Apparently 
the exact diagnosis cannot be reached at present. 


DERMATITIS Due TO ARSPHENAMINE (7). Presented by Dr. Francis P. 

McCartuy, Boston. 

F. S., a man aged 44, had a penile sore twenty-four years ago and received two 
doses of arsphenamine. Five years later he received forty treatments of combined 
intravenous and intramuscular injections. At that time the Wassermann reaction 
of the blood was negative. Nine years ago he went to the outpatient department 
hecause of generalized deep, brownish-red lesions, ranging from 1 to 3 cm., with 
scarred centers. Examination also revealed small scars on the face and enlarged 
epitrochlear glands. The lesions were believed to be in the advanced stage of 
involution. The Wassermann and Kahn reactions were positive. For over a 
year the patient received arsphenamine and bismuth; after that he moved away. 
He received no further treatment until two years ago, when the reaction of the 
blood was found to be positive. He received a few treatments at the outpatient 
department for a year at irregular intervals. During the next six months he 
received treatment regularly. The reaction of the blood was considered doubtful 
aiter treatments were stopped for two months. The patient then received treat- 
ments at Bridgewater, Conn. After several treatments the physician noticed a 
brownish macular eruption on the body, thighs and arms. Intravenous and intra- 
muscular treatments were discontinued, and the patient was given oral medication. 
He believes that during the past eight months some of the lesions have faded, 
but the majority remain unchanged. They have not, however, itched or given 
him pain. 

Two weeks ago the patient’s wife came to the outpatient department with a 
primary lesion; therefore, her husband was brought in today. The patient had a 
bleeding peptic ulcer in 1933 and bronchial asthma one month ago. He received 
roentgen treatment for tuberculosis of the hilus. 

There are brownish, circular macules, varying in diameter from 1 to 3 em., 
with scarred centers, on the back, thighs, calves and arms. 


DISCUSSION 

Dr. Austin W. CHEEvVER, Boston: I do not doubt the correctness of the diag- 
nosis in this case. Dr. Karcher was planning to report two cases of fixed eruption 
from the Massachusetts General Hospital, one due to arsphenamine and the other 
to tryparsamide. We watched the appearance of redness in the same lesions when 
we gave the patients small doses of the drugs. 

Dr. Myer Maurice TotmMan, Chelsea, Mass.: I had two cases of fixed erup- 
tion. One occurred after administration of tryparsamide, and the other, after 
administration of neoarsphenamine. The latter was in a woman who had also 
ingested phenolphthalein. She was subsequently given phenolphthalein without 
neoarsphenamine, and the eruption became much more marked. On the other 
hand, when she was given more neoarsphenamine, without phenolphthalein, there 
was no noticeable increase in the eruption. The question arises as to what role 
the ingestion of phenolphthalein does play in cases of fixed eruption. 
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Dr. Witt1AM P. BoarpMAN, Boston: My co-workers and I had a patient, 
woman who took tryparsamide and amidopyrine, both of which sometimes caus 
fixed eruptions. However, after ingestion of amidopyrine there was no chang: 
in the lesions, but after that of tryparsamide they became decidedly reddened; thi 
seemed to indicate that the fixed eruption was due to the latter drug. 


LOS ANGELES DERMATOLOGICAL SOCIETY 
Netson Paut ANperSON, M.D., Secretary 
Regular Monthly Meeting, Feb. 12, 1935 
Moses Scuortz, M.D., in the Chair 


Leprosy. Presented by Dr. H. S. CAMPBELL. 

This middle-aged woman complains of small lumps on the face, arms and legs. 
These commenced as reddish discolorations which gradually grew into lumps. The 
lesions have been present for approximately four years. The patient has never been 
entirely free from them during that time, although a few disappear spontaneously 
at times. New ones continue to appear. The facial expression changed about three 
years ago, and a peculiar discoloration of the skin occurred at about the same time. 
The enlarged verruca-like lesion on the posterior aspect of the leg appeared after 
a trauma occasioned by scarification. The exuding papule on the toe also appeared 
after an injury. A somewhat significant point is that the patient spent about three 
or four years as a teacher in the Philippine Islands seven years ago. 


DISCUSSION 

Dr. Irvinc R. Bancrort: I think that the condition is leprosy. 

Dr. STANLEY CHAMBERS: I should consider the possibility of leprosy, and I 
suggest that a biopsy be made and further investigation be carried on. 

Dr. H. S. Campset_: The patient left the clinic rather suddenly tonight, and 
I do not know whether I shall be able to get in touch with her again. She is 
rather acute mentally, and I believe that she is somewhat suspicious. She has 
already visited several physicians and appears to wish to make light of the extent 
of the involvement. Should she return, I shall make biopsies and nasal smears. 


A Case For D1iacnosis. Presented by Dr. Moses ScHOLTz. 


W. G., a man, has had a recurrent eczematous lesion of the leg for the past 
fifteen years. He received roentgen treatment in New York, and temporary 
improvement occurred. There is a well defined, irregular, infiltrated papular 
eczematoid patch on the right ankle. The puzzling feature of the case is that in 
spite of careful and persistent local treatments, application of ointments, ultraviolet 
and roentgen irradiation and dietetic control the lesion shows steady aggravation 
and extension. The patient is presented because of a possible dermatitis factitia. 


DISCUSSION 

Dr. Moses Scnottz: The eruption continues to recur in the same place, and 
the reason I presented the patient is that in spite of my efforts the lesion is getting 
steadily worse. The unusual feature of this case is that this patient is neurotic. 
He is just recoving from a manic-depressive disturbance, and I suspect that the 
dermatitis is an artefact. I intend to send him to a hospital in order to see what 
close observation will reveal. The first time he was examined there was a regularly 
shaped patch with no marginal activity. During the last few days there has 
developed a rash on the hands which some might call a dermatophytid. 
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Dr. STANLEY CHAMBERS: I believe that the condition is a dermatophytosis and 
at the other lesions are dermatophytids. With the dermatomycosis and a factor 
f stasis at that site, I think that rest in bed and elevation of the leg will clear 
p the lesion. 

Dr. Moses Scuottz: There are no lesions between the toes. 


Dr. SAMUEL Ayres Jr.: I think that the eruption may be an eczematoid 
ermatitis. The patient says that he was well up to three years ago. The present 
ttack is of three months’ duration. Eczematoid dermatitis could also produce 
1e secondary lesions on the hands. 

Dr. Moses Scuottz: When I first saw the patient he had an ordinary dry, 
nfiltrated eczema, and that is the reason I suspect a factitious element. There 
was no reason for an infection or irritation. 


\MeLtanotic Nevus. Presented by Dr. NeELtsSon PAut ANDERSON. 

E. L. L., a woman aged 26, has had a small mole on the malar prominence of 
the left cheek for approximately ten years. This became slightly elevated last 
ear, and there was probably a slight increase in circumference. On the left cheek 
there is a lesion the size of the head of a large pin with one definite area of bluish- 
black pigmentation. 

DISCUSSION 

Dr. NELSON PAuL ANDERSON: This patient is presented for suggestions as to 
treatment. 

Dr. STANLEY CHAMBERS: I think that this lesion is the type of melanotic nevus 
vhich physicians agree should be left undisturbed. Surgical treatment of such 
nevi sometimes ends rather disastrously. I have seen three such lesions during 
the past year in the stage of dissemination. 

Dr. SAMUEL AyrES JrR.: I believe that the lesion should be removed widely and 
deeply with the endotherm knife. I do not think that such a procedure, if properly 
carried out, could possibly cause dissemination. The only time one can hope to 
remove these lesions is before they start to grow. I have seen two nevi slightly 
larger than this one, and the question was debated as to whether to remove them 
or not. Both were excised and tissue was removed from the deep subcutaneous 
layer. Microscopically the lesions showed isolated cells extending to the bottom of 
the section. More tisstie was then removed, excision being carried down to the 
periosteum (in one case the lesion was on the forehead, and in the other it was 
over the temple). Both patients are alive and well, and more than three years 
have elapsed since the operation was performed. I feel certain that the patients 
would have died if treatment had not been given. Yet clinically there was room 
for debate as to whether or not the operation should be performed. In this case 
[ advise taking out a piece half the size of a dime and excising down to the 
connective tissue. 

Dr. H. S. Camppett: I believe that a debate of this kind could go on for- 
ever. Nevertheless, one should voice an opinion in any matter which concerns 
the making of grave decisions. I have had about five cases in which an early 
death has followed operative intervention. In one case there was clinical evidence 
that the lesion was active, as manifested by a small fungating area of pigmented 
tissue, and in this case, there was a history of trauma about seven months pre- 
viously. The original mole had been in situ since birth, and the patient was about 
-2 years old. In the remaining four cases the lesions were simple flat, but char- 
acteristically pigmented, nevi; two of them had manifested slight marginate growth 
during recent years. I think that Dr. Frost will recall one of the cases in which 
the primary lesion was flat and smooth and only half as large as the nail of my 
little finger. It was situated on the forearm of a young woman. So insignificant 
was its appearance that the physician who referred the patient questioned the 
necessity for radical therapy. The lesion was removed widely and deeply with the 
actual cautery. The patient was examined at regular intervals for about eighteen 
months after the removal of the lesion; she was then discharged. Approximately 
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two years after the operation, a surgeon telephoned to say that the young womai 
had come to him that day complaining of pain in the ankle. An examination 
revealed several melanotic nodules on the leg and thigh. There is much that is not 
understood about melanotic moles and melanomas, and I have slowly come to realiz: 
that while the dictum of early removal in cancer is excellent the former theories 
were wrong when they included the characteristically pigmented moles. The some 
what puerile idea which has been voiced that one should refrain from touching th: 
mole itself at operation is in itself an excellent measure of the knowledge con 
cerning the mechanism of the metastatic action of such tumors. I am persuaded 
that operative intervention in the cases of these quiescent melanotic moles is often 
instrumental in activating some unknown mechanism which results in rapid meta 
static action and death. The well known capacity of the body envelop for laying 
down localized pigmentary areas shortly after the removal of others makes this 
theory less fantastic than it appears at first thought. At all events, in the face of 
the present evidence concerning melanotic nevi I can only say that if I had one 
on my body it would be left alone. 

Dr. STANLEY CHAMBERS: Recently there was a patient at the Veterans Admin- 
istration Facility who underwent an operation for removal of a melanoma and sub- 
sequently died. The general opinion of physicians of that institution was against 
surgical removal of a melanoma. If a court is going to assume that the general 
opinion of physicians of a certain district is to leave such lesions untreated, it is 
assuming a terrible risk to interfere with the lesions. 

Dr. H. S. Campsett: I neglected to mention another case of interest, that of 
a woman who had a pigmented mole in the pubic area and was advised against 
having it removed. Recently she underwent a cesarean section, and at the same 
time the mole was removed widely and deeply. At present her skin is studded 
with melanotic nodules. 

Dr. Moses Scuoittz: The consensus seems to be that surgical intervention 
is not desirable. Surgical endothermy is safer than surgical removal. One thing 
is certain, i. e., that one cannot judge the degree of malignancy from the color 
or appearance of the lesions. They may not be black and yet be malignant. One 
sees many of these pigmented lesions which never become malignant. I think that 
application of carbon dioxide snow is the safest method of treatment in cases of 
common pigmented moles. 

Dr. Netson Paut ANDERSON: But this discussion applies to fibromas. 

Dr. Moses Scuoitz: Of course, if one makes a biopsy on a pigmented lesion 
and extirpates the lesion that is also a questionable procedure. Without a biopsy 
one cannot tell whether a lesion is malignant or benign. 

Dr. NeELson Paut ANpbERSON: I think that several factors are to be con- 
sidered. I do not believe that if a physician who claims that these melanotic lesions 
should be left alone had such a lesion on the ball of the foot or on the big toe, 
where there is continuous trauma he would be justified in opposing its removal. 
The same holds true for melanotic nevi occurring in the bearded region, where 
the razor may be a source of continual irritation. If this patient’s lesion had 
been present for ten or fifteen years and had shown no signs of growth, I should 
leave it untreated, but if it is true that it has grown during the past three years 
it should be removed. I do not believe that Dr. Campbell’s citation of the removal 
of a mole at a cesarean section is pertinent. The nevus was probably snipped off. 
Apropos of the whole situation, I think the members will remember the woman | 
presented in May who had a pigmented mole on the neck which had been previously 
treated. The mole was dark with a black spot in the center. The patient had 
widespread metastases and died. 

Dr. H. S. Campsett: I believe that when competent surgeons remove such 
moles they do so in a far more complete and radical manner than dermatologists do. 





SOCIETY TRANSACTIONS 


A Case For DiacGNosis. Presented by Dr. Netson PAuL ANDERSON. 


Cc. W. P., a man aged 50, a teacher, has had neuritis and other nervous dis- 
orders. For several years he has complained of discomfort and localized pain in 
certain areas on the right side of the face when the hairs grow out. He manages 
to keep fairly comfortable when he shaves closely and applies some oily substance. 
There are stiff coarse white hairs in patches on the right cheek and on the right 
side of the neck. Slight erythema is present. Roentgenograms of the teeth show 
no abnormalities. The Wassermann reaction is negative. The basal metabolic 
rate was —l15 and —18 per cent. The patient has tried applications of ointment 
of rose water and epilating wax, both of which have given some relief. 


DISCUSSION 

Dr. Irvinc R. Bancrort: I suggest the diagnosis of sycosis. 

Dr. SAMUEL Ayres Jr.: The diagnosis is hyperesthesia. This condition can 
result as a referred sensation from other sources. Whether there is any pathologic 
change from irritation or infection, I do not know. For instance, there can be an 
area of hyperesthesia over the scapula on the right side due to disease of the 
gallbladder. It seems to me that in this case there is a possiblity of referred 
sensation from some obscure source. 

Dr. Moses Scuortz: I thought it was a case of ingrown hair. 


DERMATITIS HERPETIFORMIS. Presented by Dr. NELsSon PAuL ANDERSON. 


M. K., a girl aged 18, states that her present illness began about four months 
ago and that just before the outbreak of the eruption she followed a diet consisting 
of fats and starches in an attempt to gain weight. She did gain about 15 pounds 
(6.8 Kg.). The eruption first appeared under the arms; later it involved the knees 
and the bends of the elbows. The patient states that new lesions appear in 
entirely separate areas at varying intervals of a few days. There is a symmetrically 
distributed eruption involving both axillae, the flexor surfaces of the elbows, the 
extensor surfaces of the elbows and knees and the upper central portion of the 
back. In some areas there is definite evidence of grouped vesicles, and elsewhere 
there are small dried crusts, etc. Practically no pigmentation is present. Treat- 
ment has consisted merely of application of a mild antipruritic lotion. 


DISCUSSION 
Dr. STANLEY CHAMBERS: I suggest the oral administration of chromium 
sulphate in doses of 4 (0.26 Gm.) to 8 grains (0.52 Gm.) diluted in 4 quarts 
(3.8 liters) of water. The entire 4 quarts is taken throughout each twenty- 
four hours. There have been three or four patients with conditions like that 
of this young woman at the Los Angeles County Hospital. All had some renal 
trouble from the chromium. Authorities have mentioned nephritis as a possi- 
bility. The authors who originally suggested the use of chromium sulphate 
expressed the belief that its action in dermatitis herpetiformis is so specific that 
if the condition does not respond to treatment it is not dermatitis herpetiformis. 
Dr. Moses Scnortz: Has an attempt been made to confirm the diagnosis of 
Duhring’s disease by giving potassium iodide? 


A CASE For DraGnosts. Presented by Dr. Moses Scuorrz. 


H. B., a youth aged 18, has had the usual diseases of childhood. The mother 
claims that the lesions on the face have existed since childhood, when the patient 
also had eczema. The lesions on the face slowly increased in number. There is a 
growth on the left eyeball; it recurred after excision. The patient presents a 
delicate general appearance. On the flush areas of the face are multiple discrete, 
round and oval smooth bluish-red nodules; some are soft and some are solid, and 
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they vary in size from that of a pinpoint to that of a pinhead. There are also 
multiple freely movable soft lymphatic glands in the left axilla, varying in size 
from that of a pinhead to that of a small shot. A biopsy was made, and the report 
on the lesions of the eye and face was endothelioma or lymphosarcoma. The patient 
was presented a year ago (ArcH. Dermat. & Sypu. 30:155 [July] 1934) with 
the diagnosis of sebaceous adenoma. The lesions on the face were treated by 
electrodesiccation. At present there are fewer lesions. The condition of the 
axillary glands is unchanged. The patient feels good. The lesion on the eye has 
not recurred. 
DISCUSSION 

Dr. Moses Scuoitz: This patient was presented a year ago. His case involves 
a conflict between clinicians and pathologists. He had a lesion on the eye which 
was excised by an ophthalmologist. This recurred later, and pathologists at the 
time debated between the diagnoses of lymphoma, sarcoma and endothelioma. There 
were a number of slightly enlarged glands in the axilla which were pointed out 
as possible metastases or manifestations of Hodgkin’s disease. The lesions on the 
face are considerably clearer. .The glands are perfectly movable. I presented the 
patient for clinical testimony. If the diagnosis of sarcoma or Hodgkin’s disease 
was correct, in the year which has elapsed since the last presentation much more 
evidence of malignant lymphoma would have accrued. 

Dr. Netson PAaut ANbDERSON: The histologic picture of adenoma sebaceum 
is relatively so characteristic that there is no confusion between that and the 
structure of an endothelioma. In spite of the fact that the patient is still alive 
and is apparently in good health, I see no reason to change my original opinion 
that eventually he will die of lymphoblastoma or Hodgkin’s disease. 

Dr. Moses Scuoitz: I guess I shall have to bring this patient in every year 
until he is gray-bearded. Pathologists are great pessimists. 


A CASE For D1aGNosis (CHRONIC ULCERATION? TUBERCULOUS TENOSYNOVITIS?). 
Presented by Dr. SAMUEL AyRES JR. 


T. R., a woman aged 23, states that her father is said to have had tuberculosis 
of the spine. Her past history was irrelevant. She has a child 14 months old 
and is now six months pregnant. The eruption began about four months ago, after 
she cut her little finger at the terminal interphalangeal joint on a piece of a broken 
drinking glass. Procaine hydrochloride was injected near the cut to block the 
nerve, and the wound was sutured and healed promptly. About one month later 
there developed at the site of the injection a painless swelling which was incised 
and drained pus. This healed, but several similar swellings have developed which 
were incised and have continued to drain. The lesions are somewhat painful. 
The patient’s general appearance is good. There is a diffuse swelling involving 
the little finger (proximal phalanx) and the adjoining portion of the outer part 
of the right hand. On the flexor surface of the terminal interphalangeal joint is a 
diagonal scar marking the site of the original injury. The involved area presents 
three incision wounds which show crusting and some discharge of seropus. The 
entire affected area is considerably swollen and rather firm. The lesion on the 
side of the hand leads into a deep sinus which can be probed in two directions, 
one branch extending for nearly 2 inches (5 cm.). The probing is painless. 
Roentgenograms revealed no abnormality in the bones. Numerous smears were 
negative for fungi, tubercle bacilli and other organisms, except staphylococci. Cul- 
tures on various mediums, including Sabouraud’s aerobic and anaerobic mediums, 
brain broth and blood agar, revealed only Staphylococcus aureus. The Kahn 
and Kline tests were negative. Six weeks ago Dr. Alvin Ford of the Pasadena 
Hospital examined some fragments of tissue which had been curetted from one of 
the sinuses. The tissue was prepared in a paraffin block, sectioned and stained 
and revealed typical tuberculoid structure with giant cells, epithelioid cells and 





SOCIETY TRANSACTIONS 673 


aseation. The tissue was not stained for tubercle bacilli. There has been some 
improvement under treatment with dressings moistened with a compound solution 
§ copper and zinc sulphate. 


DISCUSSION 

Dr. W. H. GoecKerMAN: I think that the clinical picture is suggestive of 

tuberculous tenosynovitis. It fits the description of that disease well, and I should 

be willing to accept Dr. Ford’s report. As to treatment, there is nothing much 

, add except that if my interpretation is correct, the measures generally employed 
in cases of tuberculous infection are indicated. 


PARAPSORIASIS EN PLague. Presented by Dr. SAut S. Rosinson. 

J. S., a Belgian woman aged 45, has had active pulmonary tuberculosis for the 
past three years. During the past four years an eruption has appeared on the 
trunk and lower extremities. No subjective symptoms are present. She took an 
unknown laxative up to nine months ago. On the trunk and lower extremities 
are scattered, palm-sized, well defined plaques of erythema, slight atrophy 
(wrinkling of skin) and scaling. The lesions are superficial, and the scales are 
whitish yellow. A biopsy has been made, but the results have not yet been reported. 


DISCUSSION 
Dr. SAuL S. Ropinson: I have seen this patient for six or seven months, and 
the lesions have not changed in any way. I have questioned her repeatedly regard- 
ing the use of drugs. She took an unknown laxative up to about eight months 
ago, but she showed no flare-up of the eruption after I gave her 2 grains (0.13 Gm.) 
of phenolphthalein. I believe that this eruption belongs in the group of para- 
psoriasis en plaque. 


CHICAGO DERMATOLOGICAL SOCIETY 
Max S. Wien, M.D., Secretary 
Regular Meeting, Feb. 20, 1935 

WitLiaAM ALLEN Pusey, M.D., President, Presiding 


A CASE For DiIaAGNosis: TUBERCULID? Presented by Dr. E. P. ZEIster. 


This girl, aged 18, has an eruption of three weeks’ duration over the face, neck 
and arms. The onset was sudden. 

The eruption consists of numerous firm, grouped, dull yellowish-red papules 
which are most numerous on the forehead and cheeks. Around the nose and 
mouth are some secondary scaling and crusting. The lesions on the arms consist 
of a few groups of miliary papules. There is a slight pharyngitis but no adenitis. 

The Wassermann reaction was negative on February 6, and on February 12 
negative reactions were obtained in two different laboratories. Examination of the 
blood showed: erythrocytes, 4,360,000; leukocytes, 9,600; hemoglobin, 75 per cent. 
A biopsy has not yet been made. 

The possibility of a tuberculid of the type of Lewandowsky’s rosacea-like 
tuberculid was considered. 

DISCUSSION 


Dr. F. E. SENEAR: I have no worth-while opinion to offer on this case, but 
I should have thought of syphilis first, as Dr. Zeisler did, and, in absence of 
proof of that diagnosis, of a tuberculid, but I do not think that the clinical picture 
as seen today fits into the picture of rosacea-like conditions such as have been 
seen in patients previously presented. That may be accounted for by the fact 
that the case is of shorter duration than any in patients previously seen and that 
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there has not been time for the deep color that characterizes those lesions to 
develop. I think that the eruption is a toxic dermatitis, but I do rot wish to g 
on record as making any definite diagnosis. 

Dr. HamiIttoN MontcoMery: I wish to mention a case which presented 
features of rosacea-like tuberculid; however, the lesions were confined to the leg: 
and some of them were somewhat deeper and fitted in better with the pictur: 
of lupus miliaris disseminatus. This case was of interest in that I was able to 
demonstrate tubercle bacilli in what histologically was an epithelioid tuberck 
Some of the tubercles showed caseation necrosis; others did not. 

Dr. Ortver S. Ormssy: I am not prepared to make a diagnosis, but thx 
condition does not correspond with my idea of the rosacea-like tuberculid. I have 
seen a number of examples of this disorder. The lesions are from the size of a 
pinhead to that of a hemp seed, they are bluish or brownish-red papules or papulo 
pustules situated on the cheeks, forehead and temples. There is an associated 
hyperemia, often sufficient to mask the lesions. Under pressure with the diascope 
a yellowish-brown color remains at the site of the individual lesions. I should 
not rule out tuberculosis in this case, but I feel that the eruption hardly corresponds 
to the rosacea-like tuberculid. 

Dr. E. P. Zetster: I hope that the biopsy will throw more light on the 
diagnosis. I was puzzled when the three Wassermann tests were reported to be 
negative. 

Note—tThe biopsy did not show the histologic changes of a tuberculid but 
rather a perivascular inflammation resembling a syphilid. The eruption cleared 
up spontaneously in a few weeks. 


ENDOTHELIOMA CAPITIS (TURBAN Tumors) NAevo-EpiIrHeLioMA ADENOIDES 
(HorrMAN). Presented by Dr. Oriver S. Ormspy. 


This woman, aged 43, presents lesions on the scalp and other parts of the body 
of thirty-nine years’ duration. At the onset of the condition there were few 
lesions, but they gradually increased, both in number and in size. 

The lesions are scattered irregularly over the scalp and are present in large 
numbers. They are more abundant over the vertex and extending forward, but 
they are also numerous on the sides and back of the scalp. The eruption also 
extends over the forehead, and there are some lesions inside of and behind the 
ears. On the scalp the lesions vary in size from that of a pea to that of a hazel- 
nut; they are firm and hemispheric and are the normal color of the skin or 
present a bluish tint. On the glabrous skin of the forehead their size varies from 
that of a pinhead to that of a match-head and they present characteristics similar 
to those of the eruption on the scalp. Moderate telangiectasia is present in some 
lesions. Twenty-one tumors have been removed surgically from the scalp. There 
are no subjective symptoms. The patient’s mother and sister are reported to have 
similar tumors on the scalp. 

DISCUSSION 

Dr. A. W. Stirttans: I was impressed by the symmetry of the lesions on 
the face. Though they are not large, the histologic structure shows the condition 
to be a typical case of what Spiegler and others called endothelioma, a disorder 
which is now classed as a nevo-epithelioma. 

Dr. HAmitton Montcomery: This patient presents lesions of cylindroma on 
the scalp and lesions comparable clinically to epithelioma adenoides cysticum on 
the face. This condition has been brought out previously in cases described by 
Stillians and by Watanabe. The patient whom I presented at the October meeting, 
who had epithelioma adenoides cysticum with features of syringoma, but who 
clinically presented features of pityriasis rubra pilaris, furnishes another example 
of the merging and multiplicity of types of lesions to be seen in this group. 
Admitting that one encounters typical cases of syringoma, cylindroma, epithelioma 
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denoides cysticum (tricho-epithelioma) and adenoma sebaceum of Pringle in which 
the conditions can be differeniiated from each other, there are many others in 
which a close interrelationship between these various conditions exists not only 
in different lesions of the same patient but also even histologically in the same 
section. Cylindroma usually presents a histologic picture different from that of 
the other conditions; it is characterized by hyaline bands about the nests of tumor 
ells and hyaline changes about and in the individual tumor cells. 


Dr. James H. Mitcnett: A patient who attended a clinic in Iowa about ten 
vears ago is the only one I have ever seen who had more lesions than Dr. Ormsby’s 
patient has. In that case biopsy showed the structure of cylindroma. 

Dr. WitttAM ALLEN Pusey: I think that Dr. Montgomery’s term “merging” 
of lesions of various types on the face and scalp is well chosen. The picture is 
not the usual one of Spiegler’s turban tumor, but I was struck by the resemblance 
of the tumors to multiple benign cystic epithelioma and to adenoma sebaceum. This 
case is another illustration of the fact that there are all sorts of mergings in such 
cases. 

Dr. CLARK W. FINNERUD: The mother of this patient had the same disorder, 
but in a more marked degree. Abaut ten years ago she died of an intercurrent 
condition. At that time I saw the sections, and it was disclosed at necropsy that 
several of the organs had what appeared to be metastases of tumors of a type 
similar to that of the lesions on the scalp. They were classed as endothelioma. 
Similar lesions were also found in several bones, as I recall. 

Dr. OLIveR S. OrmMssy: This patient has come under observation only recently ; 
hence sections are not yet available. Cases of this condition present different clinical 
pictures. The disease has been variously classified as epithelioma, sarcoma and 
endothelioma. The first case recorded was reported by Morant Baker under the 
name “withering sarcoma of the scalp.” Stillians employed the title given by 
Hioffman (naevo-epithelioma adenoides) in recording his case (Stillians, A. W.: 
\rcH. Dermat. & Sypu. 27:481 [March] 1933). While the clinical characteristics 
vary in different cases they represent a definite entity. Adamson made a careful 
study, and his conclusion was that in the majority of cases the lesions are basal 
cell epitheliomas. Some believe that they arise from the hair follicles and are 
therefore tricho-epitheliomas. One may consider them to be benign epitheliomas 
with nevoid characteristics. 


Juxta-ArTICULAR Nopes. Presented by Dr. M. H. Esert. 


This man, aged 35, states that he noticed nodular swellings on the hands five 
years ago. The first to appear were on the webs of the thumbs; the lesions attained 
their full size soon after they were first noted and have not enlarged appreciably 
since. New ones have appeared from time to time on the flexor surfaces of the 
fingers, always in close relationship to a metacarpophalangeal or interphalangeal 
joint. There is no sensation except some tenderness on firm pressure. 

One year before the appearance of the lesions a test of the blood was negative, 
but at the Cook County Hospital the Wassermann and Kahn tests of the blood 
were positive while the spinal fluid showed a negative reaction. The patient states 
that he had no manifestations of primary or secondary syphilis, and he has received 
no antisyphilitic therapy. At present the Wassermann reaction of the blood is 
2 plus. He did not mention having had any symptoms that could be ascribed to 
congenital syphilis, but he was told by his mother that his father formerly had 
“blood trouble.” His father and mother are living and well. 

There are twelve nodular lesions on the areas described. The majority are the 
size of a small pea; they are attached to the skin, apparently lying in the lower 
layers of the corium and extending to the subcutis. The lesions are firm. The 
overlying skin is of normal hue or slightly reddened. On the palmar surface of 
the right hand there are multiple round areas of superficial exfoliation ranging 
from 2 to 5 mm. in diameter. The upper central incisors are suggestively notched. 
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A biopsy was reported on as follows: “The tumor lies below the level of tl 
coil glands. It has no capsule and is made up of cellular connective tissue consisting 
of collagenous fibers, with numerous large, well staining nuclei. Scattered throug! 
out the tumor there are small vessels with well marked cuffs of round cell infiltrate. 
In some areas this infiltrate is made up predominantly of plasma cells; in other 
areas it consists of lymphocytes. There are many reticulocytes, and about some oj 
the blood vessels these are packed with blood pigment. There is proliferation « 
the endothelium in the involved vessels.” 


DISCUSSION 

Dr. F. E. Senear: On the basis of the history and changes suggestive oi 
syphilis in the histologic picture I think that this is a case of juxta-articular nodes. 

Dr. James H. Mircuett: I recently saw this patient in the clinic. He has 
two children; the youngest is 1 year and the oldest 8 years of age. He has never 
been in good health, and I called attention to his teeth which led me to make the 
statement that his disease was probably congenital rather than acquired syphilis. 

Dr. HAMILTON MontTcoMERY: I do not think that one should place too much 
reliance on the histopathologic changes in making a diagnosis of juxta-articular 
nodes of syphilitic etiology even though there may appear to be syphilitic changes 
in the vessels at the periphery of the process. I have erroneously made a diagnosis 
of syphilis on the basis of histologic changes in several patients with lesions of 
subdermal fibrosis in which changes simulating those of syphilis were seen. In 
two of three cases of syphilitic juxta-articular nodes which Brunsting reported a 
few years ago Warthin studied the sections and was unwilling to make a diagnosis 
of syphilis histologically. 

Dr. OLiveR S. OrMssy: My associates and I have had experience with juxta- 
articular nodes of syphilitic origin for a number of years. A patient I have in 
mind particularly was seen about fifteen years ago. He had a number of these 
nodules on the palms and on the palmar surfaces of the fingers and some around 
the elbow. All the larger ones were removed surgically. Later new ones were 
similarly removed. Six years ago a positive Wassermann reaction appeared, and 
he was given arsphenamine; this was followed by complete removal of the remain- 
ing nodules. Sections were procured from the ones previously removed, and their 
histologic structure was that of syphilis. 

Dr. Marcus R. Caro: This patient has a number of keratoses on the palms. 
Is there any history of arsenic therapy? 

Dr. James H. MircHett: I asked the patient about that, and he said that 
he had never taken arsenic. He is a machinist, and he said that whenever he 
got a little sliver in his finger one of the nodules developed. 

Dr. M. H. Expert: I thought that it was worth while to present this patient, 
for, while juxta-articular nodes are fairly well known, they are not often seen on 
the palms and flexor surfaces of the fingers, and the diagnosis may be missed. I 
agree with Dr. Mitchell that the patient probably suffers from congenital syphilis. 
One thing that is interesting is the extreme cellular changes, the exudate about 
the vessels being well marked in the center as well as at the margins of the nodule. 
Small nodes such as these disappear under antisyphilitic therapy. I do not know 
whether this man is a good observer, but he states that one nodule has disappeared 
during five days’ treatment. 


“TULAREMIA. Presented by Dr. E. A. Ortver and Dr. RuseEN NoMLANp. 


This woman, aged 40, states that she cut up and cooked wild rabbits purchased 
at a market about December 24. Within a few days there developed an inflam- 
matory swelling of the fingers ; in two weeks painful nodules developed at the elbow, 
and somewhat later nodules appeared above and below the elbow. The patient 
had few constitutional symptoms. 
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The right thumb presents moderately diffuse swelling, redness and crusting but 
, local ulcers. On the forearm there are four nodules which extend in linear 
irrangement from the wrist to the epitrochlear region, which is fluctuant. 

\gglutination tests were at first negative, but a positive reaction with a 1: 640 
ilution was reported on February 10. 


DISCUSSION 

Dr. James H. MitcHett: When I saw this patient at the clinic she had had 
three negative tests for tularemia. For that reason I had her come to the office 
for further study. I aspirated the largest of the lesions and obtained 2 cc. of pus. 
There were few cells except polymorphonuclears. Cultures on blood agar and plain 
agar were all negative, and the Sabouraud medium has not yet produced any 
results in the way of sporotrichosis. If a positive report for tularemia had been 
obtained, I should have not gone to this trouble. 

Dr. M. H. Expert: This case is of the sporotrichosis type. I wonder whether 
Dr. Mitchell got some of the material from Dr. Fochet for an intradermal test. A 
positive reaction to such a test appears before the agglutination reaction of the 


hlood. 


\[ACULAR ATROPHY AND SECONDARY SyPHILIs. Presented by Dr. RUBEN NoMLAND 
and Dr. RAtpH H. ScwuLt. 


This woman, aged 30, presents lesions over the trunk and abdomen. She had 
not noticed the eruption before she was examined because of lesions around the 
anus of one year’s, and a lesion at the fissure of the mouth of five months’, duration. 

There are round and oval, soft, bulging macular lesions from 0.5 to 1 cm. in 
diameter in the areas indicated. They are the color of normal skin or lighter 
and on pressure are seen to be herniated; they are most numerous on the back and 
on the abdomen. Around the anus there is a flat, moist condylomatous lesion 


2 by 3 cm. At the corner of the mouth there is a split papular lesion. Further 
examination gave essentially negative results except for a superficial lymph- 
adenopathy. 

The Wassermann reaction of the blood and the dark-field examination gave 


positive results. 

Histologic examination of a lesion from the trunk showed absence of elastic 
fibers in the bulging area that extended from the epidermis deep into the cutis; 
there was little change in the epidermis. A perivascular infiltration of lymphocytes 
and plasma cells was present about the vessels and was most marked in the area 
in which destruction of elastic tissue had occurred. One medium-sized vessel deep 
in the cutis was completely obliterated by endothelial proliferation. 


DISCUSSION 


Dr. Oxviver S. Ormssy: It is usual to record cases of primary syphilitic 
macular atrophy as “macular atrophy associated with syphilis.” There is no doubt 
that the eruption is one of true syphilitic lesions, though there is no clinical evidence 
of such lesions other than atrophy. It is, however, true that lesions clinically 
similar may be produced by conditions other than syphilis. There is also a 
secondary macular atrophy that follows the absorption of papules or other definite 
lesions of syphilis. 

Dr. RuseEN NoMLanp: The sections are good. One vessel, probably an 
arteriole deep in the cutis, was completely obliterated, and all the vessels, both 
deep and superficial, in the region in which destruction of elastic tissue has occurred 
have typical syphilitic infiltrates about them. 

My opinion is that all macular atrophies, the so-called idiopathic variety and 
even those associated with acrodermatitis chronica atrophicans, irrespective of the 
cause, are secondary to some preceding inflammatory process, such as syphilis or 
lupus erythematosus. There is a destruction of the elastic tissue without any visible 
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preceding lesions. I think this case illustrates that perfectly, for it is one of the 
two cases the members have seen in which the destroying infiltrate was still present 
and identifiable as such, the microscopic picture being active but the clinical picture, 
inactive. I think that the macular atrophy due to syphilis is not preceded by any 
previous visible lesion. 


SERPIGINOUS ULcERS (CHRONIC). Presented by Dr. T. K. LAw Less. 

This man, an American aged 50, a sign painter, states that he sustained a 
wound caused by shrapnel near the left elbow in March 1918. He did not reach 
the hospital for nine days. The wound was then dressed, and it healed in about 
six weeks. At that time a dermatitis, supposedly a burn due to mustard gas, 
occurred on various parts of the body, including the left arm. The shrapnel wound 
reopened, and ulcers developed, which have been healing and recurring ever since. 
The small abscesses from which the ulcers developed cause acute pain, which 
interferes with sleep. During the seventeen years of this disorder the patient has 
been repeatedly told that tests of his blood were negative. Various types of treat- 
ment have been given, but no material improvement has occurred. 

On the left arm and forearm there are many deep, punched-out ulcers, ranging 
from 1 to 2 cm. in diameter, with indurated, somewhat elevated borders and bases 
covered with necrotic material. Between these lesions there are a few yellow points 
which yield necrotic matter on puncture. There is extensive scarring on the arm 
and forearm, forming polycyclic borders; the affected area extends from just below 
the shoulder to within a short distance from the wrist, involving chiefly the outer 
surface but extending onto the inner surface in some areas. At the upper border 
there is a group of puckered, greatly indurated, depressed scars. Some contracture 
is evident at the elbow. The patient is otherwise apparently in good health. 

The Wassermann and Kahn tests of the blood were strongly positive. Urinalysis 
showed no abnormality. Examination of the blood showed: erythrocytes, 4,640,000; 
leukocytes, 8,900; hemoglobin, (Tallqvist) 75 per cent. The results of the differ- 
ential count were: lymphocytes, 15 per cent; polymorphonuclear neutrophils, 84 
per cent; eosinophils, 1 per cent. Culture of pus from the abscesses yielded Monilia. 


DISCUSSION 

Dr. JAMES H. MitcHett: I am not qualified to pass on this case because I 
have never seen an infection with Monilia associated with the symptoms this patient 
presents. My first and last impressions are that the disorder is a lesion of a late 
stage of syphilis in which Monilia has been found. 

Dr. CLARK W. FINNERUD: My impression is that the lesion is a manifestation 
of a late syphilitic ulcerative process. I was interested in the finding of Monilia. 
I believe that this organism could be a secondary invader and that the condition 
is primarily a syphilitic process. I have cultured Monilia from a tuberculous ulcer 
and from an epithelioma of the lip. 

Dr. CLEVELAND J. Wuite: I think that the clinical diagnosis is maculo- 
ulcerative syphilis. I think that the organism in this culture is not Monilia albicans, 
but it may be. Microscopic examination of a hanging drop must be made. One 
must determine the type of Monilia. Whether the organism is or is not the 
causative factor does not alter the fact that Monilia or yeastlike organisms can 
produce lesions of the skin, occasionally of the granulomatous type. 

Dr. E. P. Zetster: It is remarkable that syphilis has not been discovered 
before in this patient. He has had many Wassermann tests before, and all were 
negative. He was at the Veterans Administration Facility for some time, and no 
evidence of syphilis was discovered. In view of all the negative Wassermann tests 
the thought occurred to me that the condition might be one of the disseminated 
gummous types of sporotrichosis which are quite common in France. However, | 





SOCIETY TRANSACTIONS 679 


nk that if sporotrichosis was present Dr. Lawless would have recovered the 
roanism. The occurrence of Monilia is not sufficient to account for the deep 

erative lesions. 

Dr. M. H. Epert: I think that antisyphilitic therapy would be most valuable 
, determining the diagnosis. 

Dr. T. K. Lawtess: If the disorder is a syphilitic lesion of seventeen years’ 
duration without any improvement, that is remarkable. I do not believe Monilia 
is the only factor, and I think that the organism is Monilia rosea and not M. 
lbicans. There is infection due to Monilia in which a definitely granular type of 
lesion of this character occurs. The lesion has been treated with the streptococcus 
ind staphylococcus vaccine only to see what could be done for it. It has shown 
80 per cent improvement. Any lesion that shows as much improvement under 
irdinary vaccine therapy cannot, I think, be regarded as caused by plain unadul- 
‘erated syphilis. I shall continue treatment for three weeks longer and then take 
into consideration the positive Wassermann reaction. I think that this is a 
ymbiotic ulceration. Monilia probably furnished the increased localized acidity, 
vhich favored the chronicity and precluded any tendency toward healing. 


\prposts DoLtorosA (Dercum’s DisEAse). Presented by Dr. M. E. OBERMAYER. 


This woman, aged 56, weighing 323 pounds (146.4 Kg.), gives the following 
history: When she was 17 she was sent to the Kankakee State Hospital for the 
insane. There she was operated on for enlargement of the breasts. Both breasts 
were operated on, and much tissue was removed from them as well as from under 
the arms. She remained in the institution for nineteen years. After her discharge, 
at 36, she was employed in a restaurant and was required to be on her feet for 
several hours each day. Two years after she had left the hospital she noticed 
that her legs were swelling. The skin of the legs became red and then gray and 
could be pulled off without pain. Since that time the legs as well as the rest of 
the body have continued to swell. Sharp shooting, boring pains run through the 
extremities at times and cause the patient to cry out in pain. These pains are 
initiated at times when she attempts to get on her feet, but they also occur when 
she is at rest. For as long as she can remember she has been constipated and has 
used laxatives frequently. She complains of occasional diffuse abdominal cramping 
pains associated with the constipation. 

Physical examination gave negative results; the thyroid was not palpable; the 
blood pressure was 120 systolic and 70 diastolic. 

The skin is pale and dry, in general. The abdomen is huge and pendulous, 
extending halfway to the knees. Large, moderately firm masses, tender to pressure, 
can be palpated. The under-side of the abdomen and the inner aspects of the 
thighs are hyperpigmented. Similar diffuse, moderately firm masses cover the 
lower extremities; the feet, however, are entirely normal. The skin over these 
masses is hyperkeratotic and hyperpigmented in places. The sella turcica is normal; 
no intracranial calcification is seen by roentgen examination. 

Chemical examination of the blood showed: nonprotein nitrogen, 18 (normal, 
from 23 to 35) mg. per hundred cubic centimeters of blood; uric acid, 4.9 
(normal, from 2 to 4.5) mg.; sugar, 101 (normal, from 70 to 100) mg.; plasma 
protein, 7.5 (normal, from 6 to 8) Gm.; cholesterol, 162 mg.; chlorides (serum), 
92.5 mg.; calcium (serum), 10.6 mg. 

The basal metabolic rate was normal on four occasions. The dextrose tolerance 
test gave normal results. 

Slides were presented. 

DISCUSSION 

Dr. WitttAM ALLEN Pusey: Cases of this type are extremely rare, and I am 
sure that all the members appreciate having seen this one. 

Dr. M. E. OperMAyYER: This patient shows the syndrome originally described 
by Dercum, namely: irregular, symmetrical deposits of fatty masses, which do not 
affect the hands and feet, attended by pain and tenderness on pressure and asso- 





680 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


ciated with asthenia and psychic disturbances. This case confirms the belief that 
the condition develops usually after the age of 35. Dercum’s disease is five times 
more prevalent in women than in men. Histologic examination did not show any 
difference from the fat in lipoma or any evidence of peripheral neuritis of the 
nerve filaments. The elephantiasic changes of the skin overlying the masses of fat 
are probably secondary and may be explained by the decrease in blood supply. 

There is no clinical evidence of pluriglandular insufficiency, but I have no doubt 
that if the patient is examined at necropsy glandular changes will be found, as 
such changes were present in most of the cases recorded in the literature: The 
pituitary gland was involved in nine cases; the thyroid gland, in twelve; the sex 
glands, in ten, and the adrenal glands, in four, and the pancreas showed hyper- 
plasia or atrophy in two. 

Note.—The patient was put on a low caloric diet, and her weight has decreased 
considerably. 


PEDICULOSIS FROM A MINK Coat. Dr. JAMes H. MITCHELL. 

Two years ago I saw a young woman with what appeared to be insect bites 
about the neck. I was unable to determine what insect might have bitten her, but 
the lesions were typical insect bites. Recently I saw the woman with similar 
lesions, and I still could not ascertain their nature. On second thought I examined 
the collar of the mink coat she was wearing and found myriads of ova attached 
to the hairs. I have not been able to find the parasites as yet. The patient was 
entirely free from pediculosis capitis. The mink coat is of fine quality. I have 
written to the Bureau of Entomology at Washington, D. C., and also to Dr. 
Osgood of the Field Museum and supplied them with specimens. Dr. Osgood 
answered that he thought the parasites were Pediculus capitis, but obviously they 
are not. From the Bureau of Entomology I have been notified that if I would 
send a specimen an attempt would be made to classify it. 

Has any of the members had any experience with that type of pediculosis? 
Only one explanation occurred to me. This young woman and her husband are 
both fond of horses and are around them a great deal both in the stable and out of 
doors. These parasites may have been transferred from some domestic animals 
to the coat. 

Photomicrographs of a parasite in the ovum attached to the hair and of Pedicu- 
lus capitis in the ovum at the same magnification are shown. 


Max S. Wien, M.D., Secretary 
Regular Meeting, March 20, 1935 
Wittiam ALLEN Pusey, M.D., President, Presiding 


Naevus UNILATERALIS CoMepoNnicus. Presented by Dr. F. E. SENEAR 
Dr. Minnie O. PERLSTEIN. 

This white man, aged 19, presents an eruption of eleven years’ duration. After 
he was vaccinated for smallpox at the age of 8 a generalized pruritic eruption 
developed and gradually involuted. One year later a localized eruption developed 
on the right thigh; this has persisted and many furuncles and abscesses requiring 
incision have developed in the involved area. Two years ago he was given 
roentgen therapy, which improved the condition to its present state. He states that 
no hair has ever been present on the outer half of the right thigh. There have 
been no subjective symptoms except when furuncles were present. 
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There is a plaquelike lesion measuring about 15 by 10 cm. on the right thigh, 
‘nd moderate infiltration and a diffuse violaceous pigmentation are present over 

e entire area. The follicular orifices are dilated and patulous, some containing 

medo-like plugs which can be expressed with difficulty. Many atrophic scars 
re present, some at the sites of previous inflammatory pustules. The entire 
esion has a nutmeg-grater texture. The entire outer half of the right thigh 
1S devoid of hair. 

A biopsy specimen revealed no changes in the epidermis. The corium was 
edematous in the upper two thirds and contained cross-sections of two comedones, 
which on special staining showed the presence of calcium and fat. The wall of 
ne comedo was made up of disorganized epidermis; that of the other 
contained histiocytes and many giant cells. About both lay thick mantles of densely 
packed lymphocytes with fewer histiocytes, and these were surrounded by wide 
loose vascular zones in which the collagen and elastic fibers had been destroyed. 
\ loose round cell infiltration was present about the blood vessels and, to a lesser 
degree, about the sweat glands. 

DISCUSSION 

Dr. OrtveR S. Ormssy: The majority of cases of this type that hate been 
reported have occurred on the neck and upper portions of the trunk, and they have 
presented more marked comedo-like lesions, together with scar formation. The 
riginal case was reported by Selhorst under the title naevus acneiformis unilateralis. 
\t a later date C. J. White in the United States reported a similar case under the 
title naevus follicularis keratosus. About three years ago a case was reported under 
the title given today (Sweitzer, S. E., and Winer, L. H.: Naevus Unilateralis 
Comedonicus; Naevus Follicularis Keratosus of White, Arcu. Dermat. & SypH. 
26:694 [Oct.] 1932) and shortly afterward Wise and Satenstein reported a 
case under the title employed by White (Wise, F., and Satenstein, D. L.: Naevus 
Follicularis Keratosus; Brief Report of Rare Form of Systematized Comedo-Like 
Birth Mark, M. J. & Rec. 137:367, 1933). I think that this case belongs in this 
croup, but the condition is less marked and destructive. In the original case there 
were scars and ulcers, and in all the cases the lesions were more elevated and 
presented more conspicuous comedo-like lesions than are exhibited by this patient. 

Dr. M. E. OperMAyYER: I wish to draw attention to the confusion which exists 
in the literature and in the textbooks regarding the terminology of this condition. 
“Naevus unius lateris” and “naevus unilateralis” are both correct terms, but “naevus 
unius lateralis,’ as the disease is often called, is a linguistic absurdity. 

Dr. WILLIAM ALLEN Pusey: I made up my mind many years ago that one 
can find any type of tissue in nevi and that nevi can occur in any structure. Nevi 
are congenital overgrowths of normal tissue and may be composed of any sort 
of tissue or tissues. 

Dr. Minnie O. Pertstern: This condition has been confused with folliculitis 
ulerythematosa reticulata. MacKee (MacKee, G. M., in discussion on Sweitzer, 
E. S., and Winer, L. H.: Naevus Unilateralis Comedonicus, Arco. Dermat. & 
SypH. 26:704 [Oct.] 1932) has differentiated the two conditions by saying that 
the lesions of folliculitis ulerythematosa reticulata are not sharply marginated and 
disappear spontaneously. Naevus unilateralis comedonicus tends to appear early in 
life and remains indefinitely. 


EPITHELIOMATOSIS (SUPERFICIAL). Presented by Dr. M. H. Esert. 


This man, aged 42, states that he was vaccinated on the upper part of the 
left arm ten years ago. The wound never healed, and a lesion which has gradually 
increased in size but produces no discomfort ensued. 

There is a well defined scaly red plaque the size of a large coin, level with the 
surrounding skin and slightly infiltrated, the scale being keratotic, flaky and sparse. 
The bright red color disappears after heavy pressure. 





682 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Biopsy on a specimen taken from the margin of this patch showed the epidermis 
to be several times thicker than normal. The rete pegs were flattened. A fey 
small foci of deep-staining cells of the basal cell type were noted, some bulging 
into the corium and others being intra-epidermal. In a few localized areas there 
was marked edema of the rete cells with formation of a parakeratotic crust, 
Moderate round cell infiltration of the upper portion of the corium was present, 


DISCUSSION 
Dr. Otiver S. Ormssy: In the absence of the elevated threadlike border 
characteristic of superficial epitheliomatosis in this case, that diagnosis would hardly 
have been suspected. The patch merely presents a psoriasiform appearance; it 
differs from true psoriasis. Histologic examination, however, revealed its 
epitheliomatous nature. 


A Case For DracGnosis. Presented by Dr. F. E. SENEAR. 

This Italian woman, aged 31, presents an eruption which, she says, was first 
noted twelve years ago, when she was seven months pregnant. It began as 
“pimples” behind the knees; these lesions increased in number and extent, becoming 
progressively worse until the present stage was reached. As a rule the eruption 
has partially cleared in summer, becoming more marked with the onset of cold 
weather. It was pruritic most of the time and became more noticeably so when 
the patient was nervous or worried. About two years ago several nodules appeared 
on the vulva, which in turn increased in size, and thickened areas appeared on 
the thigh and in the suprapubic regions. As the patient was on relief her diet 
consisted chiefly of canned goods; she believed that her condition improved when 
she ate fresh vegetables and that the pruritus was less marked. In addition to 
the cutaneous involvement the patient complained of headaches, insomnia, malaise, 
weakness, anorexia and a dry cough of several months’ duration. She has four 
children living and well; the oldest is 12 years of age. 

There is an eruption which appears sharply limited to both axillae, the upper 
part of the arms and the sides and back of the neck. In the latter areas the 
eruption consists chiefly of a lichenified dermatitis. In the axillae the follicles are 
keratotic, but there is a somewhat velvety texture in certain areas. Lesions are 
present also on the inner surface of the left thigh and over the lower abdominal 
and suprapubic areas, the lichenification being thicker and indurated papules or 
nodules being scattered throughout the lower portion of the involved areas. On 
the upper inner surface of the left thigh is a long, semilunar, greatly thickened, 
red, sharply circumscribed area raised above the surrounding skin, and several 
similar but smaller lesions are present over the pubic region. The vulva is red, 
thickened and elephantiasic, and over the inner surfaces there are yellowish masses 
from the size of a pinhead to that of a pea. When these are punctured a thick, 
cheesy material can be expressed. There are some pinpoint openings through 
which thinner puslike material can be expressed. The inguinal lymph glands on 
the left side are enlarged and tender. The axillary glands are discrete, small, 
rather deep and painless. 

The blood count showed: erythrocytes, 4,690,000; leukocytes, 9,650; hemoglobin, 
75 per cent. The results of the differential count were: lymphocytes, 31 per cent: 
monocytes, 6 per cent; neutrophils, 62 per cent; eosinophils, 1 per cent. The 
Wassermann reaction of the blood was negative, and the urine was normal. 

A biopsy specimen taken from the axilla showed marked enlargement of the 
papillae, which were edematous, vascular and filled with a densely packed infiltrate 
composed of plasma cells, histiocytes, lymphocytes, eosinophils and many brown 
chromatophores. About some of the vessels were many extravasated red corpuscles. 
A similar cellular infiltration was scattered throughout the corium and was con- 
centrated in the form of narrow mantles about the hair follicles, sweat glands 
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| deeper vessels. These changes were suggeStive of those seen in cases of 


mycosis fungoides. 

Examination of a papule taken from the inner surface of the thigh showed 
ircumscribed wide mantles of perivascular cellular infiltration containing many 
young blood vessels. The predominating cells were histiocytes, lymphocytes and 
plasma cells with an admixture of eosinophils and scattered multinucleated cells 
resembling the Dorothy Reed or the Sternberg cells. In some areas the vessel 
alls were invaded by the cells. These changes suggested Hodgkin’s disease. 

DISCUSSION 

Dr. Uno J. Wire, Ann Arbor, Mich.: I think the diagnosis in this case is 
difficult to arrive at; all one can say is that the disease belongs in the general 
croup of lymphoblastoma. Certainly at this time the picture does not conform 
clinically to that of granuloma fungoides, nor does it resemble the specific eruptions 
associated with Hodgkin’s disease. However, I think that the microscopic picture 
is much more like that of Hodgkin’s disease than like that of mycosis fungoides. 
There are many more giant cells and more Dorothy Reed cells than are seen in 
cases of mycosis fungoides. I think it is worth while to call attention to the fact 
that this patient’s spleen is markedly enlarged; that finding is not common in 
cases of mycosis fungoides but is more common in those of Hodgkin’s disease. 

Dr. Hamitton MontcoMery: The section taken from the axilla shows the 
histologic features of mycosis fungoides. There are no Dorothy Reed or Sternberg 
cells, but there are clumps of cells and endothelial giant cells such as those seen 
in cases of mycosis fungoides. The section from the thigh, on the other hand, 
shows at least one quite typical Dorothy Reed giant cell and several other mono- 
nuclear cells of the Sternberg type. The true Dorothy Reed cell is characterized 
by a prominent nucleus with a large, densely staining nucleolus and often an 
irregular pattern in the chromatin network. It is not to be confused with the 
clumping of endothelial cells which may occur in patients with benign conditions 
as well as in cases of lymphoblastoma. Transitional forms between endothelial or 
reticulum cells and Dorothy Reed cells have been described. 

Clinically this patient presents a localized erythroderma which may readily 
become generalized or change to an exfoliative dermatitis and yet may represent 
a true case of Hodgkin’s disease of the skin without the more commonly described 
manifestations of nodular lesions and ulceration. 

Dr. JaMes H. MitcHetv: I tried to palpate the spleen but was unable to do 
so. While the patient was lying on her right side I hooked my fingers up under 
her ribs, but I could not feel the spleen. 

Dr. E. A. Ortver: I think that this patient shows, in some respects, changes 
in the skin similar to those exhibited by the patient I presented at a meeting of 
this society as having idiopathic atrophy with poikiloderma-like symptoms (ARcH. 
DerMaT. & SypH. 29:156 [Jan.] 1934). That patient later proved to have mycosis 
fungoides. 

In looking up the literature one finds reports of a few cases in which there 
were isolated erythematous poikiloderma-like plaques in the skin that later changed 
to lymphoblastomas. In the French literature Gougerot and Burnier recently 
reported a case in which at first a diagnosis of parapsoriasis, and then one of 
poikiloderma, was made. Eventually the disease proved to be mycosis fungoides. 
These cases are not as uncommon as one believes. I think that if this patient is 
observed for some time, the condition will prove to belong to the lymphoblastoma 
group. 

Dr. F. E. Sengar: My co-workers and I did not know just how to classify 
this case in the group of lymphoblastoma, but we felt that it belonged in that 
group because of the pathologic changes. We were impressed by the similarity of 
the lesion on the thigh to that on the flank in the case Dr. Oliver mentioned. 
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Catcinosis. Presented by Dr. M. E. OBERMAYER and Dr. KATHLEEN B. Muir. 


Mrs. W. M. R., a Negress aged 22, was first seen in the clinic for cutaneous 
diseases of the Provident Hospital during the first week of February 1935. She 
had been referred from the department of surgery because of an ulcerated lesion 
over the left tendo Achillis. 

The patient states that she had no cutaneous lesions until six years ago, except 
some scars which followed an extensive burn sustained in early childhood. The 
first lesions appeared on the right side as firm nodules. One of these was removed 
surgically about six years ago and has not recurred. Other lesions which were 
removed surgically have recurred. According to the history, all the lesions began 
as firm nodules which gradually softened and ulcerated, discharging a whitish- 
yellow granular material. These ulcers healed slowly, the involution requiring 
a year or more. 

At present the eruption involves the trunk and extremities, and the lesions are 
more numerous about the joints (elbows, knees, wrists and ankles). Some of them 
are firm subcutaneous nodules varying in diameter from 0.5 to 2 mm.; others show 
ulceration. Some of the smaller lesions about the elbows are verrucous; others 
have a yellowish-white cap; according to the patient the appearance of such 
a cap always precedes ulceration. Firm painless nodules can be palpated deep 
in the tissue along the fascia and tendons. There are no subjective symptoms. 

The Wassermann and Kahn reactions of the blood were negative, but the 
patient’s left upper central incisor is suggestive of congenital syphilis. 

Roentgen examination revealed multiple calcified areas in the lateral walls 
of the chest as well as in the extremities. No lesions were noted in the bones, 
and the roentgenograms showed no evidence of tuberculosis. 

The administration of di-sodium phosphate has been postponed until roentgen 
studies of the entire body are completed. 

Roentgenograms and microscopic slides are presented. 


DISCUSSION 
Dr. CLARK W. FINNERUD: I should like to ask whether any of the sections 


showed any abnormalities other than the calcium deposits. Is the disorder primarily 
calcinosis, or is it secondary to some other condition, such as xanthoma tuberosum? 


Dr. KaTHLEEN B. Murr: The sections were not quite satisfactory, but 
according to the patient’s statement all the lesions begin as firm nodules which 
gradually soften and discharge white material. The involution, according to the 
‘ patient, requires about a year. My co-workers and I hope to analyze some of the 
material and to make a more complete study; when that is done we shall report 
the results. 


Purpura. Presented by Dr. F. E. Sencar and Dr. MINNIE O. PERLSTEIN. 


Mrs. M. B., aged 28, has been under observation in the obstetric department 
and at present is about eight months pregnant. There have been no unusual 
manifestations during the pregnancy, except a persistent mild nausea and a 
bilateral infection of the thumbs which necessitated a surgical incision in December 
1934. The patient states that about five months ago purpura of the entire right 
hand suddenly developed; only the distal end of the thumb remained unaffected. 
The purpura involuted in three days. When the patient was first seen, on March 12, 
1935, she stated that when she awoke that morning she noticed a bright red erup- 
tion involving the three middle fingers of the right hand. There was no history 
of trauma, and no subjective symptoms were present. 

A bright red purpuric eruption was noted; it involved the ulnar side of the 
three middle fingers of the right hand, with sharp delineation in the middle of 
the fingers. The index finger was most involved; the ring finger was least 
affected. The eruption consisted of a diffuse bright red discoloration with scattered 
dark bluish-red, localized “blood blisters.” Palpation disclosed no changes in the 
overlying skin. 
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A hematologic examination was made by Dr. Carroll Birch, who reported 
that the number of erythrocytes and that of leukocytes, the hemoglobin content, the 
Jleeding time, the capillary resistance test, the coagulation time, the clot retracta- 
lity and the differential count were normal. The Schilling count showed a slight 
shift to the left, possibly a result of the previous infection in the hand. Microscopic 
examination of the capillaries showed normal loops in the affected fingers and 
normal excursions. It was noted, however, that the purpura consisted of a 
uperficial diffuse hemorrhagic process in the epidermis and a localized deep 
hemorrhagic process in the corium. The distribution of the purpura did not 
correspond to the blood supply or to the nerve supply of the fingers. The 
\Vassermann and Kahn tests of the blood were negative. The calcium content 
of the blood was 9.43 mg. per hundred cubic centimeters. 


DISCUSSION 
Dr. E. P. Zetster: In my opinion this lesion resembles a traumatic condition 
more than true purpura. It is unusual to see purpura limited to one area. 


Dr. F. E. SENEAR: We presented this patient merely because of the peculiar 
condition, as no possibility of trauma having played a part in producing the 
purpura was demonstrated. Several months ago the patient had a purpuric eruption 
which involved the entire hand, leaving only the end of the thumb free. The 
distribution might seem to furnish a basis for considering the condition as being 
excited by trauma, but we could not elicit a history of the patient’s having sustained 


any injury. 


BowENn’s DISEASE OF THE PENIS. Presented by Dr. RuBEN NoMLAND, Dr. 
Epwarp A. SKOLNIK and Dr. Ratpu H. Scwtt. 


This man, aged 53, states that he first noted the lesion on the penis two or 
three years ago. It slowly enlarged but was not associated with any symptoms. 
He has been unable to retract the foreskin for the past six years. 

At present the foreskin cannot be retracted, but the visible lesion involves 
the entire circumference of the prepuce at the preputial opening, extending dorsally 
to involve the skin of the shaft of the penis. The lesion is sharply marginated; 
it is red and moist at the opening of the prepuce but dry and slightly scaly on 
the external surface. Three firm, hyperkeratotic, wartlike lesions, varying in size 
from that of a pea to that of a dime, are present in the plaque. 

The cleancut border of the lesion noticeable clinically is marked microscopically 
by a sudden change from what is apparently normal preputial tissue to acanthotic 
tissue. Examination of the apparently acanthotic tissue shows that the cells have 
lost their polarity and regular orientation, as if they had been stirred up. There 
is a moderate number of mitoses; in some areas there are many dyskeratotic large 
cells, and the formation of multinucleated cells is also evident. Biopsy of tissue 
from a wartlike lesion showed that the same process was present in an exaggerated 
degree; there were also marked hyperkeratosis, some parakeratosis and develop- 
ment of pseudopapilloma. 

The Wassermann reaction was 4 plus but the therapeutic test with injections of 
a bismuth preparation had no effect on the lesion. 


DISCUSSION 

Dr. HAMILTON MontTGOMERY: I object to the diagnosis of Bowen's disease in 
this case. I think that the term is used entirely too loosely and that it should 
be confined to lesions such as those originally described by Bowen, namely, those 
simulating a nodulo-ulcerative syphiloderm, or to those of the multiple plaquelike 
type described by Darier and later by Fraser. The histologic picture of Bowen's 
disease is not diagnostic and can be duplicated by senile keratoses, by keratoses due 
to roentgen radiation, arsenic and tar and by leukoplakia of the mucous membrane. 
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All these conditions may be designated by the term precancerous dermatoses, as 
they may run a relatively benign course for many years before showing clinica! 
or pathologic evidence of malignant invasion of the cutis or of metastases else- 
where. The incidence of malignant changes in these lesions, moreover, is far 
greater than that which occurs in cases of lupus vulgaris and various other benign 
dermatoses which scarcely warrant inclusion under the term precancerous. 

This patient has a squamous cell epithelioma of grade 2 in situ, showing clump- 
ing of cells and various phenomena associated with keratinization of individual cells. 
He has had the disorder for six years. I should not be surprised if the initial 
lesion had appeared as an erythroplasia of Querat (épithéliome papillaire de 
Darier), but it now shows clinical features of an epithelioma superimposed on an 
area of leukoplakia and kraurosis. 

Dr. RuBEN NoMLAND: I think that the opinion depends on how one considers 
Bowen’s disease. I believe that primarily Bowen’s disease is always a form of 
epithelioma showing fairly definite microscopic characteristics. However, these 
microscopic characteristics can be found in other new growths, in senile keratoses 
and in other lesions. My first impression was that this man presented a lesion 
allied to leukoplakia, probably with prickle cell epitheliomas in some places. The 
second impression was that the condition might prove to be the so-called erythro- 
plasia of Querat, which has been recently reported. The lesion is compatible 
clinically with Darier’s description of erythroplasia. All those conclusions were 
shown to be incorrect when the biopsy was reported on; in my opinion it indicated 
changes absolutely similar to those present in Bowen's original cases. 


GRANULOMA ANNULARE. Presented by Dr. Marcus R. Caro. 


D. M., a woman aged 50, was first seen in February 1934; at that time she 
had a pea-sized ring-shaped lesion on the dorsum of the right hand which had 
been present for one month. She had mild diabetes mellitus. 


The blood count showed 85 per cent hemoglobin and 7,100 leukocytes, with 
40 per cent polymorphonuclears, 57 per cent lymphocytes, 2 per cent monocytes 
and 1 per cent eosinophils. The Wassermann reaction of the blood was negative. 

Biopsy of tissue taken from the elevated border of the lesion showed thickening 
of the epidermis and an adherent scale. The principal changes were in the corium 
and occurred about the blood vessels. The walls of the vessels were thickened, 
in some places to the point of occluding the lumen. About the vessels were circum- 
scribed mantles of densely packed cellular infiltration, composed chiefly of lymph- 
ocytes and histiocytes, at times invading the vessel wall. In several foci there 
was a predominance of histiocytes, with an occasional giant cell. 

The lesion was treated by application of carbon dioxide snow, and it dis- 
appeared almost entirely. It has recurred as a clover leaf-shaped lesion 3 by 
2.5 cm., with a pale, atrophic center and a narrow, elevated firm, polycyclic 
violaceous-brown border composed of three rings and open at one side. The lesion 
is free from symptoms. 

DISCUSSION 

Dr. M. H. Esert: I did not see anything in the histologic section to warrant 
the diagnosis of granuloma annulare. The necrosis which is characteristic of that 
disorder may be present in some other part of the lesion, but it was not present in 
the section that was shown. Clinically the lesion does not suggest granuloma 
annulare; in my opinion it looks more like lichen planus. 

Dr. HamiItton MontTGoMerY: I agree with Dr. Ebert that the section does 
not show the histologic picture of granuloma annulare. There are hyaline changes 
in the walls of the small blood vessels together with edema of the walls and a 
considerable number of polymorphonuclear leukocytes in the infiltrate, all of which 
suggest the possibility of an erythema elevatum diutinum, as described by Weidman. 
I have yet to see a true case of this disease clinically. 
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Dr. RuseN Nomianp: I do not know how many sections from lesions of 
oranuloma annulare I have studied, probably half a dozen, but I have yet to find 
changes which are referred to in the textbooks as being typical. I have searched 
for the peculiar necrotic changes that are supposed to be typical of granuloma 
onulare, but either I did not have the proper section or the right staining or I 
lid not look at it in the right light, or something else was amiss, but I think that 
ne seldom sees the typical picture of granuloma annulare. 


Dr. HamiLton Montcomery: I have microscopic slides from seventeen cases 
i eranuloma annuare in all but five of which the pathologic changes are sufficiently 
typical to permit making a definite histologic diagnosis. Erythema elevatum 
liutinum, as I understand it, does not show the areas of necrosis seen in granuloma 
innulare. 

Dr. Marcus R. Caro: I want to disagree with the diagnosis of annular 
lichen planus because there are no clinical or histologic features suggesting that 
ndition. As to the differentiation between granuloma annulare and erythema 
elevatum diutinum, there are small areas of necrosis in this slide. They are not 
as typical as those usually described in cases of granuloma annulare, but, just like 
Dr. Nomland, I have had great difficulty in finding cases exhibiting those typical 


findings. 


EpPIDERMOLYSIS BULLOSA. ANGIOKERATOMA (7). Presented by Dr. A. W. 

STILLIANS. 

This woman, aged 25, a stenographer, states that in addition to several of the 
dinary exanthomas she had encephalitis during childhood. Pulmonary tubercu- 
losis developed in March 1934. This diagnosis was confirmed by the inoculation 
of guinea-pigs with washings from the patient’s stomach. She has also had benign 
tumors, pericanalicular fibro-adenomas of both breasts, which were much improved 
by roentgen therapy. Since childhood she has had blisters, often blood blisters, 
on the elbows after slight trauma. 

On each elbow there is a patch of atrophic skin about 2 cm. in diameter; 
on the right elbow there is a blood bulla in the center of the atrophic area. The 
superficial veins all over the body are dilated and abnormally prominent. The 
patient was operated on for varicosities in the legs seven years ago, with little 
benefit. ‘ 

The urine was normal. The blood showed no abnormality except evidence of 
a moderate secondary anemia; the hemoglobin content was 65 per cent. The 
Wassermann and Kahn reactions of the blood were negative. 


DISCUSSION 


Dr. Uno J. Wirz, Ann Arbor, Mich.: I wish to suggest a diagnosis in this 
case, perhaps one that is a little unusual because of the localization of the lesions, 
namely, that of the disease described by Mibelli under the name angiokeratoma. 
[he patient’s lesions occurred only three years ago and appeared as blood blisters. 
That is the exact way in which lesions of angiokeratoma occur. They appear 
particularly over the points of trauma, the elbows, the knees and the dorsa of 
the fingers. On the right elbow in this case there are two or three keratotic 
lesions where there seem to be residua of the blisters. In addition to this, the 
patient presents the appearance typical of persons in whom such lesions develop; 
she has cold cyanotic hands, and I think that if her feet were examined they also 
would be cold and cyanotic. True cases of angiokeratoma, I think, are rare, and 
those that are genuine appear to occur in persons of this type after frost-bite, the 
lesions becoming chronic and persisting indefinitely. 

Dr. WitttAM ALLEN Pusey: I think that Dr. Wile should be thanked for 
suggesting the diagnosis of angiokeratoma in this case. 
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A CASE For DracGnosts. Cutis Verticis GyrATA? LipomMaA? Presented by 

Dr. THEODORE CORNBLEET. 

M. J., a Negress aged 44, stated that her disorder began with pruritus and 
occasional pain in 1929. It began over the vertex of the head and spread periph- 
erally to involve the scalp as far as the hair line. 

The entire scalp is involved, but no abnormalities can be seen superficially 
Palpation of the entire scalp gives the impression that it is underlaid with soft 
cotton batting. It is freely movable and displays no ridging. There is n 
tenderness. 

DISCUSSION 

Dr. WiLtIAM ALLEN Pusey: Dermatologists are getting away from the for- 
mer conception that turban tumors of Spiegler are always caused by endotheliomas. 
Cases of turban tumor have been presented in which the condition was produced 
by gross folding of the scalp in acromegaly and by similar folding of the scalp 
which gradually thickened owing to any sort of excess of tissue. In Dr. Corn- 
bleet’s case this thick tissue has the feel of fat, and it may be lipomatous. I am 
not saying that this tendency to group various disorders as turban tumors is not 
desirable; I think it is. The group of turban tumors is made to include all sorts 
of conditions in which the scalp becomes too big for the skull and folds into rolls. 
Sut this is not the original conception of turban tumor; it is an enlargement of 
the conception. 

Dr. E. A. Oriver: A few cases of cutis verticis gyrata associated with acro- 
megaly have been reported, but I do not believe that this case can possibly be 
included in that group. This patient has a peculiar mass under the skin of the 
scalp, but there are none of the convolutions and gyri that accompany that 
condition. 

Note.—A biopsy showed that there was an unusual thickness of the fat layer 
of the skin which in places approached the epidermal layer. 


LicHEN Nitipus. Presented by Dr. A. W. STILLIANS. 


This woman, aged 24, a stenographer, states that in 1929 she had pleurisy 
which persisted for a year. She was able to work from that time until October 
1934, when cough and fever developed and tubercle bacilli were found in the 
sputum. At the onset of both of these illnesses a cutaneous eruption appeared 
which was moderately pruritic at times and receded as the general condition 
improved. 

On the flexor surface of both forearms there are many discrete dome-shaped 
skin-colored papules, from 0.1 to 0.2 cm. in diameter, with pinpoint-sized clear dots 
at the center which show distinctly under pressure with the diascope. On both 
elbows and in the intergluteal fold there are large yellowish-red lesions, slightly 
elevated and covered with adherent scales, limited by ill defined borders. Small 
outlying papules, from 0.2 to 0.3 cm. in diameter, are present beyond the border. 
These are also dome-shaped, and some are tipped by translucent yellow horny 
crusts. 

The urine showed no abnormalities. The blood was normal except for evidence 
of a moderate secondary anemia; the hemoglobin content was 68 per cent. The 
Wassermann and Kahn reactions of the blood were negative. 


DISCUSSION 
Dr. Uno J. Wire: My concept of lichen nitidus is somewhat different from 
the picture exhibited by this patient. Most of the cases of lichen nitidus I have 
seen described have appeared on the body at sites at which lichen planus is not 
seen. It is worth calling attention to the fact that the patient has lichenoid lesions 
right down to the center of the palm; the occurrence of such lesions would be 
unusual in a case of lichen nitidus. I also wonder whether the color is not wrong 
for lichen nitidus. I think that this patient has an unusual lichenoid eruption. 
Occasionally tuberculosis expresses itself in the form of miliary lichenoid lesions 
like those exhibited by this patient. 
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Dr. CLARK W. FINNERUD: ‘The patient has had a somewhat similar eruption 
associated with a previous illness, but she says that it cleared up entirely without 
treatment. The present eruption is of four months’ duration. I think that this 
vould be an unusual history for lichen nitidus. The location of the lesions and 
their character, as well as their color under pressure with the diascope, leaves 
some question in my mind as to the correctness of the diagnosis suggested by the 
presenter. Some areas are suggestive of lichen planus. 

Dr. F. E. SeENEAR: I do not believe that this case is necessarily one of lichen 
nitidus, but I think that the location of the lesions on the extremities would not 
contraindicate that diagnosis. While the lesions usually are the normal color of 
the skin, in several cases in which they have been more generalized they have been 
distinctly reddish. The eruption, extending as it does up to the cubital region, 
might be an extensive case of lichen nitidus. I cannot reconcile the diagnosis of 
lichen nitidus with the fact that some of the lesions seem to be excoriated and 
crusted. 

Dr. A. W. Stitt1ans: When I first saw these lesions under the diascope I 
could see distinct points and a clear pinpoint spot in the center of the papule. I 
was puzzled by the appearance of the lesions on the elbows and buttocks, but the 
new edition of Ormsby’s textbook refers to a case of Barber’s in which plaques 
were present. I do not know what diagnosis to offer if the disorder is not lichen 
nitidus. Lichen nitidus has always been considered in connection with tuberculosis 
on account of the histologic changes. 

Note.—The histologic section was taken from two of the minute papules on 
the flexor surface of the forearm. In one of the papules there was marked 
acanthosis with twisted papillae cut crosswise; there was also a network of strands 
of epithelial cells and, grouped at the intersection of these strands, were enclosing 
groups of round and epithelioid cells in a loose arrangement, representing the 
cross-sections of the papillae. The stratum corneum was thickened over the whole 
section; in most places it was loosely bound together. In the smaller papule the 
acanthosis was more regular and less marked, with great intercellular edema and, 
in places, degeneration shown by eosin staining of the cell protoplasm and balloon- 
ing of the cells. 

In the depression between the papules the epidermis was thin; the cell proto- 
plasm stained with eosin, and the nuclei were lengthened, their long axes being 
parallel to the surface, and corresponded to the spindle shape of the cells. 

In the papillary layer there were cuffs of connective tissue and round cells 
about the dilated capillaries, and a considerable infiltrate of round and epithelioid 
cells was seen in places just below the epidermis. The upper part of the coil 
ducts was ill defined, consisting simply of a tortuous passage-way through the 
loose collection of cells mentioned. The coil glands were moderately dilated, and 
the lower portion of the ducts was thickened. 

Dr. Lawless, who studied the sections with me, interprets the changes as a 
degeneration due to hyperkeratotic plugging of the sweat ducts. While the loose 
superficial infiltrate suggests the histologic picture of lichen nitidus, it is composed 
of epithelial cells, representing a degeneration of the epidermis. 


Sarcomiy (SPIEGLER-FENDT Type). Presented by Dr. Marcus R. Caro and Dr. 

E. P. ZEISLER. 

L. W., a woman aged 40, was presented before this society five vears ago 
(ArcH. Dermat. & SypH. 22:1086 [Dec.] 1930) because of three tumors on the 
outer surface of the left leg just above the ankle, which were similar in appearance 
to those now present. Histologic examination of a biopsy specimen taken at that 
time showed a diffuse lymphocytic invasion of the corium extending into the fatty 
layer. The diagnosis of the Spiegler-Fendt type of sarcoid was not accepted. The 
lesions disappeared rapidly after roentgen therapy and the oral administration 
of a solution of potassium arsenite. Repeated examinations of the blood during 
the past five years showed no evidence of leukemia. 
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About a month ago two new lesions appeared on the right leg, one being preset 
on the posterior and the other on the outer surface. The lesions were from tly 
size of a dime to that of a quarter; they were light violaceous red, dome-shaped 
slightly elevated above the skin and rubber-like in consistency, and had a smootli. 
shiny surface. There were no symptoms. The lymph glands were not enlarged, 

The Wassermann reaction of the blood was negative. Examination of the 
blood showed 70 per cent hemoglobin and 6,700 leukocytes, 58 per cent of which 
were polymorphonuclears, 40 per cent lymphocytes and 2 per cent eosinophils. 

A biopsy specimen taken from the lower lesion showed changes identical wit); 
those found five years ago. The epidermis was flattened and was separated }) 
a narrow zone of subepidermal fibrous tissue from a densely packed cellular infil- 
trate which invaded the entire thickness of the corium down into the hypoderm. 
The infiltrate was composed largely of lymphocytes, larger polyhedral pale cells, 
histiocytes and spindle cells; the pale polyhedral cells were most numerous near 
the surface, and the small dark lymphocytes predominated below. Strands of 
connective tissue fibers, many young and larger blood vessels and several disor- 
ganized sweat glands were still present within the infiltrate. 


DISCUSSION 

Dr. HAMILTON MontcoMeEry: Sarcoid of the Spiegler-Fendt type does not 
belong to the group of sarcoids (tuberculous cutis indurativa) but rather to that 
of lymphoblastomas. In some cases, as in Sweitzer’s, the lesion may be neoplastic 
and may run a rapidly fatal course while in others it is apparently benign. Lewis 
(ArcH. Dermat. & SypH. 31:67 [Jan.] 1935) has recently described and discussed 
the two varieties, which, I believe, may merge into one another. 

On the basis of the histologic picture the lesion in this case could be called a 
low grade reticulum cell sarcoma, but it is evidently relatively benign as there are 
few mitotic forms and the cells are quite differentiated. Spiegler-Fendt sarcoid 
may be compared to Kaposi’s sarcoma, in which in the beginning there is banal 
infiltration of so-called lymphocytoid cells of Marchand and other cells derived 
from the reticulo-endothelial system and in which, as the disease progresses, the 
histologic picture gradually becomes that of a neoplastic (sarcomatous) process 
which eventually metastasizes to the internal organs and causes death. Like the 
two conditions mentioned, mycosis fungoides can be regarded as a disease of the 
reticulo-endothelial system and may remain such or go over into one of the other 
lymphoblastomas and show malignant features as it does when terminating as a 
lymphosarcoma. There is no reason why an inflammatory process subject to 
repeated irritation and trauma of various types may not in some instances change 
into a malignant process. 

Dr. WiLtt1AM ALLEN Pusey: It seems to me absurd to put these cases in 
the malignant class. In this case, for instance, would the prognosis be considered 
bad? 

Dr. HAMILTON MoNntTGOMERY: Eventually. 

Dr. WILLIAM ALLEN Pusey: Of course, all persons die eventually. At a 
recent meeting a diagnosis of sarcoid was made in a case of what is generally) 
considered to be a benign epithelioma. By diagnosing such cases as malignant 
one runs into serious confusion. 

Dr. E. P. Zetster: There is nothing in the clinical course of this case to 
suggest sarcoma. The original lesion occurred on the opposite leg and responded 
to roentgen and arsenic therapy. Because of the benign course of the disease 
and its clinical and histologic features it fits in with the Spiegler-Fendt type of 
sarcoid. 

Dr. Marcus R. Caro: I submitted a section of this tumor to a general 
pathologist, and the report was as follows: “This is a malignant tumor (round 
cell sarcoma). It is also possible that this is a leukemic infiltration with malignant 
tendencies (lymphosarcoma ).” 
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That certainly is not consistent with the clinical course. The histologic 
anges at present are the same as those which were present in the lesion on 
he other leg five years ago. That lesion responded rapidily to fractional 
-oentgen therapy and the oral administration of a solution of potassium arsenite. 
believe that the case is definitely one of the benign Spiegler-Fendt type of 


irc id. 


CHANCRE OF THE Nose. Presented by Dr. Max S. WieEN and Dr. MINNIE O. 
PERLSTEIN. 

S. D., a white man aged 38, states that eight weeks ago he had an infection of 
the upper portion of the respiratory tract and that a small “cold sore’ developed 
on the left ala nasi. A crust formed, which he removed, and a new crust formed. 
The lesion gradually increased in size but remained asymptomatic. 

When the patient was first examined, two weeks ago, he presented a walnut- 
sized granulomatous nodule on the left ala nasi. The margins were raised, erythema- 
tous and firm, and there was a thick yellow crust over the entire lesion. Antiseptic 
dressings were applied; the crust was removed and a fungating, bleeding crater- 
like center was revealed.. Two weeks later the patient complained of vague aching 
in the bones and of weakness, and there developed a massive adenopathy in the left 
and a walnut-sized, painless adenopathy in the right cervical region. 

The dark-field examination showed Spirochaeta pallida. The Wassermann 
reaction of the blood was positive. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
VAUGHN C. Garner, M.D., Secretary 
March 15, 1935 


Rosert L. Girman, M.D., Chairman 


SCLEREMA ADULTORUM (BuscHKE). Presented by Dr. DoNALp M. PILissury. 


W. H. S., a man, aged 26, presents paling of the skin over the thorax and a 
superficial violaceous circinate eruption on the back and lower portion of the thorax, 
which appeared recently. On palpation, marked induration is noted on the cheeks, 
on the posterior part of the neck and shoulders, on the upper portion of the 
abdominal wall and on the arms. Slight pitting is observed after firm pressure. 
‘he general examination revealed nothing of note except tonsillar tags which have 
hecome recurrently infected. The patient had scarlet fever beginning on Nov. 20, 
1934, with severe prodromal symptoms and fever which persisted for one week. 
Marked generalized exfoliation of the skin occurred. A secondary rise in tempera- 
ture was noted one week later and was accompanied by tonsillitis. Recovery 
was uneventful, and there were no immediate sequelae. The patient was released 
from quarantine on December 20. On Jan. 1, 1935, he first noted a sense of tight- 
ness over the upper portion of the abdomen after eating and some restriction of 
motion of the lower part of the chest. Within a week limitation of motion of the 
neck was apparent and the brawny indurated subcutaneous infiltration noted tonight 
had developed over the cheeks, neck, entire thorax and upper portion of the 
abdomen and arms. There have been no subjective manifestations other than the 
restricted mobility. The induration reached its height about January 15. Labora- 
tory examinations showed that the blood calcium was 10 mg. per hundred cubic 
centimeters and the phosphorus, 4.4 mg.; the vital capacity was 5,000 cc., and the 
basal metabolic rate, +5. The patient has been treated with the application of 
heat and with massage, and considerable increase in mobility and some softening 
have resulted. 
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DISCUSSION 

Dr. DonaLp M. Pittssury: I wanted to initiate the discussion because of the 
lesion which has appeared since I last saw the patient, namely, the violaceous 
circinate lesions resembling erythema multiforme which the members saw, and 
which are most marked over the lower part of the thorax. They appeared coin- 
cidentally with the recent attack of tonsillitis. Their appearance rather changes 
the diagnostic possibilities in this case, because sclerema adultorum of Buschke 
is not usually associated with any superficial cutaneous lesions. I wonder whether 
the appearance of this eruption might bring up the possibility of dermatomyositis 
in this case. However, the patient has never had fever, and he has not complained 
of pain or tenderness on movement of the muscles. 

Dr. JoHn H. Stokes: I do not want to be critical of the description of any 
new entity or modification of an entity which may be brought forward by a case 
like this, but I wish to say that it still seems to me that the old-fashioned diagnosis 
of the edema stage of scleroderma is quite compatible with the appearances in this 
case. I do not want to suggest that Dr. Pillsbury’s case of sclerema should be 
called just a modification of an old-fashioned scleroderma, because it is proper to 
differentiate the older categories into newer subdivisions as knowledge increases. 
I must confess that I fell into the old trap and called the condition the edema 
stage of scleroderma. 

Dr. C. S. Wricut: It seems to me that one will be able to differentiate between 
these two conditions if one can follow the further course of the disease. If it is 
edema without scleroderma it will probably clear up comparatively promptly. If 
it is the early stage of scleroderma it will progress. 

Dr. F. D. WetmpMAan: The one case with which I am thoroughly familiar 
occurred in an infant who was examined at necropsy, and that, of course, was a 
case of sclerema neonatorum. At that time I looked up the literature, and the 
one thing that impressed me as distinguishing the condition from scleroderma is 
the distribution. That is, in the “whited” infants with sclerema there is a universal, 
diffuse involvement. That is the case with this patient. The condition is not so 
much confined to the extremities, as is usual in cases of scleroderma, but the infiltra- 
tion is present likewise over the abdomen and back, and I am inclined to believe 
that the diagnosis of the presenter, namely, sclerema,, is the correct one I believe 
that the point Dr. Pillsbury raised of the superimposed circinate changes is new in 
the observations on either sclerema or scleroderma, and whereas in the early stages 
there are certain inflammatory features of scleroderma (this patient’s skin is hot), 
this is different. In the case of sclerema neonatorum to which I referred there 
was definite dermatomyositis. Of course, dermatomyositis is often associated with 
deep scleroderma. 

Dr. Donatp M. Pittssury: If I may answer the objection to the diagnosis 
in this case, in Jadassohn’s “Handbuch” a sharp differentiation is made between 
sclerema adultorum and scleroderma. The former always occurs after some infec- 
tious disease, and there are never any pigmentary changes such as one associates 
with diffuse scleroderma. The histologic picture is quite different, and spontaneous 
involution is the rule in sclerema. This case may prove to be one of scleroderma, 
but I think that the fact that the condition appeared after an infectious disease 
and the localization of the process are suggestive of the diagnosis suggested by the 
presenter. In sclerema neonatorum the process usually begins on the legs and 
rapidly becomes diffuse. The redness over the upper part of the back is the result 
of infra-red therapy given today. 


Lupus EryTHEMATOSUS. PAPULONECROTIC TUBERCULID. Presented by Dr. J. M. 
SCHILDKRAUT, Trenton, N. J. 
B. M., a woman aged 19, presents an erythematous patch involving the nose 
and cheeks, with adherent crusting. There were several bluish papules with 
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depressed crusted centers on the backs of the fingers and a reddish papular eruption 
i the palmar aspects of the fingers and palms. The patient has received one 
injection of bismuth subsalicylate. 

DISCUSSION 

Dr. J. M. Scuitpkravut, Trenton, N. J.: I want to bring out the danger 
of ultraviolet irradiation in these cases. This patient had a small lesion on the 
nose, and her physician treated her with ultraviolet radiation; this was followed by 
this outburst. 

Dr. Joun H. Stokes: On the back of certain fingers the process strikingly 
resembles a disseminating discoid type of lupus erythematosus. I am aware of 
the pitted and papular character of the lesions on the palms, and I admit that 
they suggest tuberculids; moreover, I see no intrinsic reason why lesions which 
might be described as tuberculids should not occur in conjunction with erythematous 
lupus, but I think it is possible to suggest that this is a disseminating discoid type 
of erythematous lupus and that the whole crop of lesions can be diagnosed as 
such. I believe that at the present time there is an epidemic of disseminating types 
f lupus erythematosus. I do not think that in the ten years I spent in Philadelphia 
there has been such an extraordinary crop of disseminate erythematous lupus as 
[ have seen in my service this year. I realize that epidemics come and go and 
that cases of a certain disorder appear in certain services and not in others, but 
it has seemed to me that there are a number of signs of unusual activity and of 
unusual sensitivity to perhaps a streptococcic infection and that persons who have 
been along the borderline of this peculiar allergic manifestation now have typical 
cases of it. I wonder whether in the next year or two there will not be a recur- 
rence of the extraordinary streptococcic allergies observed during the period of the 
prevalence of influenza from 1918 to 1920. I was much interested in the fact that 
the Public Health Service has been quoted as expressing the opinion that the 
character of influenza such as is now seen seems to indicate that within the next 
year or two the mortality rate from influenza that prevailed in 1918 will recur. 
This sudden outburst of the disseminate discoid types and of the extremely acute 
and fatal febrile types of disseminated erythematous lupus seems to me suggestive 
of a similar approach to a peak of sensitivity. 

Dr. Epwarp F. Corson: I am much interested in Dr. Stokes’ remarks because 
his experience has been much in line with that of Dr. Ludy and myself. Since 
the spring of last year we have seen about fifteen cases of the acute disseminate 
variety of lupus erythematosus in addition to an unusually large number of the 
discoid types limited to the face. Most of the cases have been in patients from 
the northeastern section of the city. This may be due partly to our connection with 
a hospital in that location. The first case I have seen from any other hospital and 
the first remark I heard about the occurrence of the condition were at a recent 
meeting of this society, when a patient with classic disseminate lupus erythematosus 
was exhibited. I certainly am interested in learning that our experience has been 
duplicated by that of others. 

Dr. C. S. Wricut: Evidently I live in the wrong part of the city, for I have 
not seen a single case of disseminated erythematous lupus in the last two or three 
years. I wonder whether the widespread popularity of the use of sun rays as a 
treatment for cutaneous diseases, a treatment chiefly advocated by lay persons, may 
account for the remarkable dissemination of lupus in some of these cases. I 
personally have not seen dissemination, but I do know that many patients with 
lupus whom I have seen have already tried the effect of sun rays before they 
consulted me and have found that it aggravated their condition. I think that 
the laity are getting to be too great addicts to heliotherapy, from the standpoint 
of some dermatoses, at least. 


Lupus ErytHeMatosus. Presented by Dr. J. M. ScuitpKraut, Trenton, N. J. 


C. S., a man aged 44, presents elevated, coin-sized, circular patches on each 
malar eminence; the center of the lesions is paler than the surrounding skin and 
slightly scaly; the follicles are filled with plugs. The border of the lesions is red. 
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There are smaller lesions on the temples. The patient was seen first in June 
1929; at that time he presented a slightly elevated scaly area the size of a coin 
over the right malar prominence and a smaller lesion on the left cheek. The 
eruption was then of six months’ duration. He had some bad teeth, which he was 
advised to have extracted. He received six treatments with gold sodium thio- 
sulphate in 1929, and the condition cleared up; but it recurred in January 1931. 
There was a recurrence in April 1931, which cleared up after five injections. Other 
recurrences in July and November 1931 cleared up after a few treatments. The 
condition recurred again in May 1932, and the patient received more treatment 
with a gold preparation; then the therapy was changed to bismuth subsalicylate and 
local application of ointment containing 6 per cent bismuth oxychloride. The 
patient received in all thirty-three injections of gold and sodium thiosulphate, a 
total of 3.15 Gm. from July 1929 to June 30, 1932. 


DISCUSSION 

Dr. J. M. Scui_pKravt, Trenton, N. J.: I thought that this case was one of 
lupus erythematosus, but the patient went to New York; there a biopsy was 
made and the conclusion reached that it was a case of erythema perstans. 

Dr. Joun H. Stokes: From what I have seen of erythematous lupus, erythema 
elevatum diutinum, erythema perstans and sarcoid infiltration of lupus erythema- 
tosus, I think that an eruption may successively assume the characteristics of all 
these conditions and that by presenting a patient at different clinics, before different 
societies and to physicians differently minded with reference to dermatologic 
terminology, one may get every one of the diagnoses in a given case. This patient's 
eruption looked to me as if it would correspond well to the one which is illustrated 
in my textbook on syphilis as an example of sarcoid infiltration of lupus erythema- 
tosus. The patient whose case is reported there did have an attack of erythema 
elevatum diutinum or erythema perstans, during which she was shown at the 
Chicago Dermatological Society ; this was in the second year of her lupus erythema- 
tosus. Later I accepted the diagnosis of sarcoid infiltration, which was based on 
the results of a biopsy and not merely on clinical criteria. I then used the case 
as an example of certain differential problems in syphilis. I was able to follow 
that patient through a period of about eight years and to see her erythematous 
lupus go through these various phases. 

Dr. S. S. GREENBAUM: I agree with Dr. Stokes, and I wish to say something 
about sarcoids in particular. For a long time the xanthomatous lesions of the 
skin were believed to be purely cutaneous. Physicians are now following up all 
such cases, regarding the condition as a metabolic disturbance and taking the cases 
completely out of the hands of the dermatologists, and I believe that in time a 
similar state of affairs will exist in regard to certain types of sarcoid and that 
the term sarcoidosis for Boeck’s disease, will designate that whole group, indicating 
that the lesions are not purely cutaneous but may involve the lymphatic vessels, 
the lymph nodes, the parotid glands, the spleen and the bones, particularly the 
phalanges. I have a patient now with typical sarcoid of the right cheek, much 
more infiltrated than this patient’s lesion, who shows all the phenomena that I 
have just mentioned. The parotid glands are involved to such an extent that one 
could classify the case under the syndrome of Mikulicz. 


Dr. Joun H. Stokes: When I proposed the possibility of sarcoid degeneration 
in cases of lupus erythematosus to Dr. Bruno Bloch he indicated that, at least 
as far as European practice is concerned, no such conception had gained any 
ground; hence I think that if evidence of such degeneration is obtained it should 
be published as rapidly as it develops. 


TRANSITION SaRcoIp. Lupus ERYTHEMATOSUS Vs. SARCOID vs. ANGIOLUPOID. Pre- 
sented by Dr. Joun H. SToKEs. 


H. W., a boy aged 13, presents on the right malar prominence two rather 
indefinitely circumscribed violaceous nodular infiltrates, the centers of which are 
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slightly raised and show many patulous follicles. There is a similar lesion on the 
left cheek, and a bluish diffuse infiltration is present on the lobe of the left ear. 
The lesions are slightly tender and show definite areas of telangiectasia on the 
surface. On the extensor surface of each elbow, just distal to the olecranon, there 
is a vellowish, scaling and slightly infiltrated raised plaque the size of a quarter. 
The patient was first seen a week ago, at which time he stated that a reddish 
“blotchy spot” appeared on his right cheek two and one-half years ago with no 
significant subjective symptoms. Later another spot appeared near the original 
ee. About a year ago another similar spot appeared on the left cheek. No 
improvement has resulted from treatment. The patient is well developed and 
somewhat overweight. The blood pressure was 140 systolic and 70 diastolic. The 
general examination gave entirely negative results. 


DISCUSSION 


Dr. S. S. GREENBAUM: I should like to know whether or not any studies have 
heen made on the lymph nodes, the spleen or the phalanges? 

Dr. Joun H. Stokes: There has been no chance to work up the case. I was 
nterested in showing this patient because his lesions illustrate the thing I spoke 
of in my discussion of Dr. Schildkraut’s case, namely, that there are transitional 
stages in which one can unite erythematous lupus with sarcoids and sarcoids with 
angiolupoids. If one looks carefully at this boy’s face, at his left ear and at his 
elbows, one finds oneself confronted with three different pictures that seem to be 
all part of one and the same process occurring in the same person. I believe that 
the time will come when sarcoid will be regarded not as a pathologic entity but 
as a mode of cutaneous reaction or of tissue reaction in which the cystic changes in 
ihe bones, the infiltrative processes in the mediastinum and the huge enlargements 
of the lymph nodes will all be regarded as expressions of a type of individual 
reaction to infection. I had under my observation at one time a woman with 
sarcoid who presented cystic changes in the bones and generalized lymphadenopathy ; 
she also had moniliasis of the lung, and that was the one tangible thing that it 
was possible to establish as a pathologic process caused by an infection. I there- 
fore propose the consideration of sarcoid as a mode of tissue reaction or constitu- 
tional reaction to possibly a variety of infections rather than as a pure pathologic 
entity. I do that, of course, without elaborate evidence to support the theory 
but present it merely as an impression. 


\CRODERMATITIS CHRONICA ATROPHICANS OF THE HANDS; STASIS DERMATITIS; 
LinGUA GEOGRAPHICA. Presented by Dr. Grorce H. Fonpe, Mobile, Ala., for 
Dr. J. H. SToKEs. 


A. R., a woman aged 58, not acutely ill but walking with difficulty owing to 
pain in her feet, presents (1) marked atrophy of the skin over the dorsa and 
wrists of both hands; pitting and destruction of several nails, with a retiform 
reddish purple erythema extending proximally over the elbow; (2) hyperpigmenta- 
tion of both legs with superficial varicosities, some thrombosed and some tender; 
(3) dermatophytosis of grade III; (4) bilateral hallux valgus, and (5) lingua 
geographica. There were fine crackling or subcrepitant rales at the bases of both 
lungs and occasional cardiac ventricular extrasystoles with systolic murmur were 
audible at the base and apex. The blood pressure was 140 systolic and 90 diastolic. 


DISCUSSION 


Dr. Frank C. KnNowtes: I suggest a diagnosis of erythromelalgia followed 
by atrophy of the skin. 


Dr. F. D. WetpmMan: How many cases of this disease have been seen in which 
the patient was obese? The matter never occurred to me before, but I had sub- 
consciously entertained the idea that these cases of acrodermatitis occurred in 
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thin persons, and I was about to state that I thought this was a case of simple 
atrophy of the skin until I began to wonder whether the obesity of the patient 
may account for the fact that the picture is rather different from that which ] 
have seen in other cases. If one cannot account for those differing appearances 
on the basis of the obesity, I should say that this is a case of simple atrophy of 
the skin, whether the patient did or did not have erythromelalgia before. 

Dr. PatrictaA Drant: My patient with this condition was obese. I recall 
that several patients with acrodermatitis chronica atrophicans presented before this 
society were small and thin. 

Dr. Jonn H. Stokes: I doubt whether there is a particular constitutional 
type associated with this disease. I must admit that I drew some of my most 
striking impressions from the unusual group of cases of this sort that are seen 
at the clinic in Strasbourg, France. Apparently the vicinity of Alsace-Lorraine 
is a center for acrodermatitis, and a disproportionate number of cases are seen at 
the clinic in Strasbourg as compared with the other clinics of the world. In one 
day I saw three new cases, and that was regarded as a relatively commonplace 
occurrence. These cases were all in women of the heavy, French peasant type. 
At that clinic I saw for the first time the rosacea-like involvement of the face. 
I understood that physicians expect to see patients with this condition in an early 
edematous stage before the atrophy becomes so pronounced that the skin is merely 
a network of vessels. In general it seemed to me that the aforementioned case 
was not particularly distinguished by sex or appearance from the cases I have 
seen before. In the first case I ever saw the Wassermann test was positive, but 
I have seen several cases since in which the condition was not associated with 
syphilis. Pautrier expressed the belief that the disease is associated with calcium 
metabolism. That theory is still under investigation. 


A CAsE For Dracnosis. Presented by Dr. HERMAN BEERMAN. 

M. K., a woman aged 19, has a pale skin, and scattered over the body are 
discrete lemon-yellow superficial scaling lesions which show no tendency to infiltra- 
tion or grouping. The lesions are of various sizes and can be easily removed with a 
curet, leaving a base which shows inflammatory signs. The lips are dry and fissured 
and bleed easily. The patient was normal until the age of 4 years, when the mother 
noted that she did not play as actively as other children and had spells of lassitude. 
Conjunctivitis and blepharitis developed. From the age of 4 to 15 the patient 
suffered from weakness, mental backwardness and a continuation of the ocular 
complaints; these symptoms were accompanied by increasing pallor. She was 
occasionally confined to bed because of weakness. Four years ago an exudative 
eruption appeared in the axillae and umbilicus and on the scalp. At the time of 
the eruption the blepharitis was exaggerated, and the patient lost her eyelashes 
and some hair from the scalp. The eruption gradually improved until now there 
is little evidence of the previous condition; however, the existing cutaneous condi- 
tion has developed, the date of onset being indefinite. For three months the patient 
has complained of vague abdominal distress. The examination showed: blepharo- 
spasm and associated upward movement of the right corner of the mouth; 
blepharitis with narrow, small palpebral fissures; palpable posterior cervical lymph 
nodes, and rales at the base and a systolic murmur at the apex of the left lung. 
The blood count gave the following results: hemoglobin, 43 per cent; red cells, 
3,900,000; white cells, 9,800; polymorphonuclears, 75 per cent; lymphocytes, 20 
per cent; monocytes, 5 per cent; eosinophils and basophils, 0. The urea nitrogen 
content was 12 mg. per hundred cubic centimeters. The urine was normal for 
moderate traces of albumin. The serologic reaction of the blood was negative. 
The examination of the stool gave normal results; no parasites were found. Biopsy 
has not been made. 
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DISCUSSION 

Dr. W. O. Roop: Just what causes this patient’s remarkable anemia I am 
not prepared to say, but I believe that a reasonable diagnosis so far as the cutaneous 
lesions are concerned is psoriasis, possibly modified by the markedly anemic condi- 
tion of the skin. There are numerous chronic lesions with a silvery scale, dis- 
tributed particularly around the elbows and the knees. I removed one or two 
of these scales, and while I did not notice any bleeding points, I believe that that 
might be accounted for by the patient’s marked anemia. 

Dr. Joun H. Stokes: This case aroused the greatest interest in my seminar, 
largely through the instrumentality of one of the fellows, Dr. Goldberg, who pro- 
posed the diagnosis of the Hand-Schiiller-Christian disease. As a matter of fact, 
| think that the dermatologic condition will have to be separated from the medical. 
While the latter has not been sufficiently investigated to establish a diagnosis, 
there are a number of things that suggest the aforementioned diagnosis, namely, 
the long duration, the gradually progressive anemia and the mental state. The 
cutaneous manifestations are still nebulous because the condition has been studied 
mainly by pediatricians, but in one of the illustrations accompanying the report ofa 
case from the Children’s Hospital, which I understand should be regarded as the 
first example of the disease described, the child had a macular and maculopapular 
or squamous eruption suggesting an extensive seborrheic dermatitis, and this process 
extended with the deterioration. That case ended fatally. My co-workers and I 
thought it possible that these scattered lesions might be seborrheic manifestations 
resembling those present in at least one or two cases of Hand-Schiiller-Christian 
disease reported. 

Dr. FRANK C. Know tes: I should like to suggest that an infection with 
Monilia might give rise to all these symptoms. 

Dr. F. D. WEtmpMAN: I suggest a diagnosis of parapsoriasis. To be sure, the 
lesions are not characteristic, but I think the extreme anemia of the patient may 
explain that. Up to two or three years ago my case of the Hand-Schiiller-Christian 
disease in which autopsy was performed was the only case recorded in which there 
were cutaneous lesions. The cutaneous manifestations were like those present in 
the diabetic type of xanthomatosis. Such patients always have polyuria, an out- 
standing symptom which they at once report. 

Dr. S. S. GREENBAUM: I hope the members have not forgotten the case of the 
Hand-Schiller-Christian disease I presented in January before the society (ARCH. 
Dermat. & Sypn. 32:345 [Aug.] 1935). Dr. Hand himself saw this patient and 
after thorough study agreed on the diagnosis. The patient showed xanthomatous 
lesions of the skin, associated with hyperglycemia and polyuria. The xanthomatous 
lesions disappeared entirely while the patient was receiving insulin, but the hyper- 
glycemia persisted. This case certainly does not impress me as one of xanthoma- 
tosis, and I am inclined to agree with Dr. Roop. 

Dr. HERMAN BEERMAN: ‘The cutaneous eruption is of indefinite duration. The 
most probable diagnosis was parapsoriasis, but all the others mentioned and that 
of Habermann’s disease have been considered. 


GUMMA vs. CARCINOMA OF THE TONGUE. Presented by Dr. HERMAN BEERMAN. 


H. W., a man aged 44, presents in the midportion of the tongue posteriorly a 
definitely raised infiltration of five months’ duration. On the left side of the tongue 
is a linear area which is redder than normal, glossy and somewhat denuded. The 
anterior portion of the area is covered with brownish mucus, and a slight bleeding 
occurs when an attempt is made to remove that mucus. The lesion is slightly 
indurated. There are enlarged lymph nodes in the submental and submaxillary 
regions. The medical examination gave negative results except for a curving 
of the jaw to the left and a definite prominence of the larynx and trachea. The 
region over the trachea was tender on palpation. The patient says that he has 
no venereal infection. The Wassermann, Kahn and Kline tests of the blood were 
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strongly positive. The blood count revealed: hemoglobin, 80 per cent; red cells 
5,000,000; white cells, 4,400; polymorphonuclears, 59 per cent; lymphocytes, 31 per 
cent; monocytes, 8 per cent; eosinophils, 1 per cent; myelocytes, 1 per cent. The 
chemical examination of the blood and urine gave normal results. A biopsy showed 
questionable malignant degeneration. 


DISCUSSION 


Dr. D. M. Sinticx: I believe that this is a case of gumma of the tongue. 

Dr. G. E. Pranter: I believe that the lesion is carcinoma engrafted on a 
gumma. 

Dr. Joun H. Stoxes: I think that cases of this sort illustrate something that 
dermatologists, roentgenologists, surgeons and all who see such conditions of the 
tongue should regard as being of the first and foremost importance, namely, that 
a clinical diagnosis is nonsense and that enough of the tongue should be excised 
under satisfactory conditions to enable a thorough search for malignant degenera- 
tion to be made. To make a diagnosis of gumma and to proceed to treat the patient 
for syphilis in the face of a picture of this sort is taking a rather serious risk. 


Lupus VuLcaris. Presented by Dr. Donatp M. PILissury. 


E. K., a man aged 22, presents on the lower portion of the nose, particularly 
on the left side, a tumid erythematous and violaceous plaque with heavy crusting 
and ulceration. There has been some destruction, as evidenced by the notching 
of the ala nasi on the left side. The nasal septum is involved by a superficially 
ulcerative and crusting process. No apple jelly nodules are seen. Over the soft 
palate and the posterior portion of the hard palate there is a rather diffuse inflam- 
matory infiltration in which many small livid glistening papules are evident. The 
larynx is normal. The medical examination gave essentially negative results. The 
patient says that two years ago a small papule developed on the right ala nasi; 
it soon became ulcerated and slowly spread peripherally until it involved about one 
half of the right ala nasi and the left side of the nose for a distance of about 
2.5 cm. from the lower margin. The patient’s general health during the extension 
of the cutaneous lesion was good. The sputum did not contain tubercle bacilli. 
The roentgen examination of the chest gave negative results; that of the skull 
showed haziness of the frontal sinuses, thickening of the mucosa in the ethmoid 
sinuses and haziness of both maxillary sinuses. Roentgenograms of the nose 
showed evidence of destruction of soft tissue but no changes in the bone. The 
urinalysis gave negative results. The blood count showed: hemoglobin, 81 per cent; 
red cells, 4,400,000; white cells, 9,200; polymorphonuclears, 68 per cent; lympho- 
cytes, 22 per cent; monocytes, 7 per cent, and eosinophils, 3 per cent. Tests with 
0.01 and 0.1 mg. of old tuberculin were negative. A test with 1 mg. of tuberculin 
was performed today. The sedimentation test showed a slightly active rate. A 
biopsy will be reported on at the next meeting. The patient has been on a salt-free 
diet for the last three days. 

DISCUSSION 

Dr. J. M. Scuitpkraut, Trenton, N. J.: I presented this patient two years ago, 
at which time the lesions were not quite as extensive, and I thoroughly destroyed 
them. 

Dr. Donatp M. Pittssury: I wish to state that it is planned to place this 
patient in a sanatorium. The results obtained by treatment of ambulatory patients 
with lupus vulgaris is not particularly satisfactory, and it is believed that these 
patients should have the benefit of care in a sanatorium, at least when they have 
reached the stage this patient is in. 

Dr. F. D. WetpMan: I wish to mention the use of quartz mercury vapor 
lamps in the treatment of the lesions of the mouth. 

Dr. Joon H. Stokes: I wish to take this opportunity to propose that the 
same thing be done for lupus vulgaris in this country that has been done for 
tuberculous diseases in the Scandinavian countries, namely, that a center for the 
adequate treatment of cutaneous tuberculosis be established. This patient’s out- 
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look under the conditions of treatment he is practically certain to receive in existing 
sanatoriums is hopeless. The present care of cutaneous tuberculosis in sanatoriums 
is just a farce to cover up the existing deficiencies. The involvement of the 
mucous membranes calls for a highly specialized technic. The patient should have 
thoroughly skilled management, and I am convinced that not a bit of harm could 
result if a body of specialists in this country started a concerted move with the 
United States Public Health Service to secure in some suitable situation a sana- 
torium equipped for the management of these cases similar to that which exists 
for the management of leprosy in Louisiana. Many young, able persons fall victims 
to this disease. The belief that there is little cutaneous tuberculosis in this country 
is propagated largely by persons who cannot recognize the condition when they 
see it. 

Dr. Ropert L. GirmMan: Dr. Stokes’ remarks are particularly appropriate. I 
have seen cases of cutaneous tuberculosis with increasing frequency. Because 
cases of this disease are relatively rarely shown at meetings of societies and in 
clinics, the belief prevails that cutaneous tuberculosis is rampant in Europe and 
rare in this country. The fact that more cases are seen than formerly is not 
due to better diagnosis; it is due to increased incidence, I believe. 

Dr. Joun F. Stokes: The incidence of cutaneous tuberculosis in Germany is 
estimated at about 50,000 cases, and when one pictures, in a nation of 40,000,000 
citizens, the proportion of 50,000 to the total it becomes evident that cutaneous 
tuberculosis is as prevalent in the United States as in any part of the world. One 
should consider the trouble that has been taken in Germany to care for patients 
with that disease. 


GRANULOMA FUNGOIDES (7) CLEARED By Hor Ark TueraApy. Presented by Dr. 
F, D. WEIDMAN. 

A. D., a man aged 63, presents geographic patches of scaly erythema on the 
trunk, arms and thighs, with normal skin between the patches. There are small 
patches on the scalp, mesial parts of the eyebrows, auricles and cheeks. The back 
of the neck is lichenified. There are diffuse erythema and scaliness in the axillae 
and on the legs and perineum, but not on the feet. The condition began in June 
1934 with an erythematous plaque, first on one ankle and then on the other. 
Laboratory examinations showed that the Kahn reaction and the cholesterol antigen 
reaction were 4 plus on three occasions; the Noguchi reaction was negative. The 
patient had nine sittings in a hot air cabinet at weekly intervals. His rectal tem- 
perature ranged from 105 to 106 F. for from three to six hours. The treatment 
was given cautiously on account of a cardiac lesion. The patient reported that 
he felt better in twenty-four hours. The dermatitis completely cleared up in nine 
weeks except for mild itching. 

DISCUSSION 

Dr. F. D. WemMAN: This patient does not look at all as he did when I first 
saw him. As can be seen from the description, at that time there were sharply 
marginated patches with clear spaces between. The clear spaces were findings 
which, I think, Dr. Greenbaum has previously emphasized in a reference to Brocq, 
who regards them as indicating a diagnosis of granuloma fungoides. The eruption 
was extremely itchy, and there was marked excoriation; there was adenopathy, 
and a tentative diagnosis of granuloma fungoides was made. Tonight I do not 
think any of the members would subscribe to that diagnosis. At present the condi- 
tion appears to be seborrheic. The hot air treatment involves a cabinet put out 
by the Frigidaire Corporation; it is nothing more or less than conditioned air 
maintained at a constant temperature and humidity. The patient remains in the 
cabinet for from three to six hours, and the temperature rises to 105 or 106 degrees. 
The elevation of temperature is not as prolonged as in the case of therapy by 
bacterial agents. This is an empirical form of treatment and may be found 
applicable to various erythrodermas. It was my opinion that the patient had had 
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the condition for such a long while that, on the same principle as foreign protein 
therapy, any means to induce a change in the cutaneous metabolism would be 
justifiable, whether the condition was granuloma fungoides or not. 

Dr. Donatp M. Pittspury: This patient was under my observation for at 
least two years. He originally consulted me on account of syphilis latens and 
received a small amount of treatment; then the present picture developed. The 
dermatitis was primarily seborrheic at the onset, with recurrent extensive outbreaks 
tending toward an intertriginous localization. The flare-ups were explosive, and 
no evidence of mycosis fungoides was found. I think that all the members have 
seen cases of chronic dermatitis in patients who possibly come to a hospital for 
some other type of therapy or for an operation and in whom the cutaneous condi- 
tion clears up without any particular dermatologic treatment. Care must be 
exercised in evaluating the result of some new type of therapy. I should not 
subscribe to the diagnosis of mycosis fungoides in this case. 

Dr. Joun H. Stokes: At the Mayo Clinic I saw many patients with mycosis 
fungoides in various states of distress. During my service there one of the 
extremely few reported cures, at the hands of Fordyce, was said to have occurred 
in the mycotic stage through the use of typhoid vaccine and irradiation. I have 
had a chance to see some of the forms that the alleged premycotic stage will assume, 
making differential diagnosis difficult, and some of its responses to treatment. It 
is not, in my opinion, an absolutely unknown thing for the disease to undergo 
remission, passing ultimately to the tumor stage. In fact, I believe it is reasonable 
to think of the so-called premycotic stage of mycosis fungoides as by no means 
an entity or a precursor, so to speak, of the lymphoblastomatous and deeper reac- 
tions of the tissue characteristic of mycosis fungoides. Just as Engman, I believe, 
pointed out that in certain patients, as the result of universal dermatitis due to 
varying causes, the disease changed to lymphatic leukemias, so I believe that patients 
with extensive chronic dermatitis of involutional or some other type may ultimately 
suffer from the systemic intoxication or protest reaction, with its neoplastic 
lymphomatous features, that has been spoken of as granuloma or mycosis fungoides. 
With such a conception it would be doubly advisable to extend to the patient with 
a generalized dermatitis of the supposedly premycotic stage every etiologic search 
and therapeutic resource in an effort to prevent the eruption from going over 
into the type of general reaction to his cutaneous condition which is called mycosis 
fungoides. 

Dr. F. D. WetpMan: I do not pretend that this patient has been cured, whether 
his condition is mycosis fungoides or not; I simply used the word “cleared” by 
the hot air therapy. No one would think of claiming cure for granuloma fungoides 
on the basis of one case. 


RECKLINGHAUSEN’S DIsEAsSE. Presented by Dr. HERMAN BEERMAN. 


This girl, aged 8 years, presents scattered pigmentary and infiltrated brown 
macules over the body. Some of the lesions are elevated and show a slightly 
purplish tinge. They are nontender and cordlike. A few of the lesions can be 
definitely invaginated by slight pressure. There is no evidence of spina bifida. 
The serologic tests of the blood were negative, and roentgen examinations of the 
heart and lungs showed no abnormalities. Some of the lesions have been present 
since birth. 


DISCUSSION 
Dr. F. D. WetpMaAn: I do not think that the lesions on the skin are fibromas. 
They have a spongy feel and are localized nodules, and I observed a semblance of 
translucence in some of them. I believe that histologically they will be found to be 
lymphangiomatous; if there are no actual vesicles at least there will be clefts. 
Dr. HERMAN BEERMAN: Of the diagnoses which have been considered, that of 
Recklinghausen’s disease seems the most likely. 
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RHINOSCLEROMA? Presented by Dr. Rospert J. HUNTER and Dr. BAxTer Craw- 
ForD (by invitation). 

J. G., a man aged 50, presents a cicatrix of the ala, the result of excision and 
treatment with radium. There are two small recurrent papules at the tip of the 
nose and a cicatrix of the soft palate with several small smooth pale ulcers. The 
larynx is deformed by scarring, and the introitus is narrowed. There was a small 
papilloma or granulomatous mass extending over the right arytenoid and into the 
anterior commissure; it was removed for examination on Oct. 9, 1934. Several 
cartilaginous-looking masses covered by unbroken smooth mucous membrane were 
seen in the trachea. Biopsy of this specimen showed inflammation of nonspecific 
type characterized by lymphoid plasmocytic cellular exudate. The patient attributes 
his condition to service in the cavalry, during which he was intimately associated 
with horses and slept in the stables. He had an operation on the ala of the nose 
and application of radium abroad. He was first seen five years ago, and the diag- 
nosis was confirmed. He was admitted to the hospital on Sept. 10, 1934, with 
acute dyspnea, the result of laryngeal and tracheal obstruction. He was treated 
with from 6 to 8 cc. of 1 per cent antimony and potassium tartrate administered 
intravenously twice a week. Repeated Wassermann tests have all been negative. 
The bacillus of rhinoscleroma has been obtained on culture. There was a positive 
reaction to 40,000,000 bacilli in a vaccine obtained from a culture of the nose and 
throat. Sections from the palate taken several years ago showed chronic inflam- 
matory lesions of the mucous membranes of granulomatous type. Cultures were 
taken of the tissue, and a gram-negative bacillus conforming to the type of the 
bacillus of rhinoscleroma was obtained. Sections from the palate made by another 
physician showed that the stratified squamous epithelium of the mucosa was 
markedly hypertrophic, showing a dense inflammatory exudate of plasmocytic char- 
acter with occasional interspersion of Russell bodies and neutrophils. There was 
a fine honeycombing by small vacuoles of fat and in addition, there were spaces 
bridged by a fine cytoplasmic network, some with faded nuclei in the center, others 
devoid of nuclei. These were thought to be Mikulicz cells, more by inference 
than by direct observation, owing to the state of degeneration. There was a 
tendency towafd sclerosis, the fibroblastic strands occasionally separating the inflam- 
matory exudate into alveoli. 

DISCUSSION 

Dr. F. D. WetpMAn: Dr. Hunter showed me this patient some time ago, and 
at that time there were none of the massive tumor-like lesions. The condition had 
passed into an atrophic stage, and I think that Dr. Hunter is to be complimented 
in finally arriving at the diagnosis of rhinoscleroma. Under ordinary clinical 
examination, the condition might have passed as atrophic, possibly syphilitic, 
rhinitis. However, the sections are fairly indicative of the disease, and the bacillus 
of Frisch has been isolated; hence the members are fortunate in being able to see 
an almost cured lesion of rhinoscleroma. 

Dr. BAXTER CRAWFORD (by invitation): Five years ago the patient had a 
definite hypertrophic lesion involving the nasopharynx, with obstruction to the 
posterior nares and the pharynx. This lesion, grossly, was red and spongy- 
looking; the mucous membrane was diffusely thickened, nonulcerated, and some- 
what redder than normal. I had never seen a lesion of this type histologically, 
and I did not venture a positive diagnosis of rhinoscleroma from the microscopic 
section alone. We simply called it a chronic inflammatory lesion of the mucous 
membrane of granulomatous type. In the cultures we obtained a pure culture of 
a gram-negative bacillus which had all the characteristics of the bacillus of rhino- 
scleroma. The typical cells were not particularly numerous in these sections, but 
we considered that the diagnosis was justifiable. 


Dr. Ropert J. Hunter: When this patient became well enough to undergo 
a bronchoscopic examination we found that he had lesions typical of those 


ordinarily described as _ rhinoscleroma in_ the trachea. The only case 
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of rhinoscleroma I had seen was one in which the lesions were limited 
to the nose, but I agree with Dr. Crawford that, although we presented this diag- 
nosis with a question mark, we are justified in making it. I should never have 
given it a second thought and should have classified the disorder clinically, just 
from inspection, as a healed syphilitic lesion, but the patient told me that it had been 
diagnosed abroad as rhinoscleroma. A physician who has been especially interested 
in rhinoscleroma verified the diagnosis. We think the lesions in the larynx and 
in the trachea are characteristic, and we believe that the character of these lesions 
would rule out atrophic rhinitis. A great deal of work has been done abroad 
with the complement-fixation test, and I am thinking of applying that test to this 
patient. We have had difficulty, however, in getting antigen. Recently, at the 
Second International Congress of Otorhinolaryngology in Madrid, Spain, attention 
was called to the fact that abroad physicians are able not only to secure positive 
complement fixation but to declare. with a reasonable amount of certainty that they 
can identify the character of the lesions which are not well marked. The antigen 
is specially prepared from the bacteria, and we should be able to prepare it. | 
want to call the members’ attention to the small nodules on the patient’s nose. 
He says that they are recurring. We are treating him with antimony and potassium 
tartrate because it has been found that this drug has a specific effect on bacilli 
of the Bacillus mucosus-capsulatus group. The patient feels better, and the lesions 
in the palate have certainly improved. 





Directory of Dermatologic Societies * 


INTERNATIONAL 
NINTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 
British ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


H. A. Dixon, President, Medical Arts Bldg., Toronto, Ont. 
Norman Wrong, Secretary-Treasurer, Medical Arts Bldg., Toronto, Ont. 
Place: Toronto, Ont. Time: May 1936. 


Royat Society or MepIcINe, SECTION OF DERMATOLOGY 


Henry MacCormac, President, 23, Wimpole St., London, W. 1. 
R. T. Brain, Secretary, 132, Harley St., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEpbICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Harry R. Foerster, Chairman, 208 E. Wisconsin Ave., Milwaukee. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
Place: Kansas City, Mo. Time: May 11-15, 1936. 

AMERICAN DERMATOLOGICAL ASSOCIATION 


C. Guy Lane, President, 416 Marlboro St., Boston. 
F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: New Ocean House, Swampscott, Mass. Time: June 4-6, 1936. 


SECTIONAL DERMATOLOGIC SOCIETIES 


BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Joseph E. Gately, President, 1129 Calvert St., Baltimore. 
Joseph V. Kennedy, Secretary, 1835 Eye St., Washington, D. C. 


CENTRAL NEw YorK DERMATOLOGICAL SOCIETY 


John R. Schermerhorn, President, 1225 Union St., Schenectady. 
L. de Mello, Secretary-Treasurer, Medical Arts Bldg., Syracuse. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
Place: Cincinnati. Time: 1935. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


J. C. Kessler, President, University Hospital, Iowa City. 
Robert E. Jameson, Secretary, 1014 First National Bank Bldg., Davenport, Iowa. 


Place: Iowa City. Time: Oct. 15, 1935. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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New ENGLAND DERMATOLOGICAL SOCIETY 


William P. Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 


SOUTHERN MeEpIcAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MeEpICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


William H. Goeckerman, Chairman, 1680 N. Vine St., Hollywood. 
Stanley O. Chambers, Secretary, 1210 Roosevelt Bldg., Los Angeles. 


FLoripA Society OF DERMATOLOGY AND SyYPHILOLOGY 
J. L. Kirby-Smith, Chairman, 204 Laura St, Jacksonville. 


W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 


LovuIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MepIcAL SOCIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Louis Tulipan, Chairman, 224 E. 17th St., New York. 
C. H. Peachey, Secretary, 197 S. Goodman St., Rochester. 


MepicaL SocleETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 
Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Fred M. Jacob, Secretary, 7026 Jenkins Arcade Bldg., Pittsburgh. 


MicwicAN STATE Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
A. R. Woodburne, Chairman, 26 Sheldon Ave., Grand Rapids. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Hamilton Montgomery, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Margne O. Nelson, President, 307 Medical Arts Bldg., Tulsa. 
Harry Green, Secretary, 1116 Medical Arts Bldg., Tulsa. 


TEXAS DERMATOLOGICAL SOCIETY 
J. C. Michael, President, 1215 Walker Ave., Houston. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
Place: Austin. 
LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 


Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 





DIRECTORY 


BroNX DERMATOLOGICAL SOCIETY 


Eugene F. Kelley, Chairman, 93 Radford St., Yonkers, N. Y. 
Henry Silver, Secretary, 290 West End Ave., New York. 


3ROOKLYN DERMATOLOGICAL SOCIETY 


Jacob Skeer, President, 272 E. 19th St., Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


\lbert R. McFarland, President, 315 Alexander St., Rochester, N. Y. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


CuHIcaGO DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 
Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


H. G. Miskjian, President, 856 Rose Bldg., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroit DERMATOLOGICAL SOCIETY 


L. W. Shaffer, President, 1553 Woodward Ave, Detroit. 

William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 

Place: Cincinnati, Ohio. Joint meeting with Central States Dermatological 
Association. Time: November, 1935. 


Los ANGELES DERMATOLOGICAL SOCIETY 


N. P. Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Thomas Nesbit, Secretary, 65 N. Madison Ave., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Max Scheer, Chairman, 509 Madison Ave., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 
R. H. Rulison, Chairman, 145 E. 54th St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Charles McMartin, Chairman, 611 City National Bank Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
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PHILADELPHIA DERMATOLOGICAL SOCIETY 


Herbert J. Smith, Chairman, 3305 N. 17th St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Bernhard A. Goldmann, President, Jenkins Arcade, Pittsburgh. 
J. Cavanaugh, Secretary, 28 Market St., Youngstown, Ohio. 


St. Louts DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 


San FRANcIScO DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 
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